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HEARING ON VA AND INDIAN HEALTH 
SERVICE COOPERATION 


THURSDAY, NOVEMBER 5, 2009 

U.S. Senate, 

Committee on Veterans’ Affairs, 

Washington, DC. 

The Committee met, pursuant to notice, at 10:06 a.m., in room 
418, Russell Senate Office Building, Hon. Daniel K. Akaka, Chair- 
man of the Committee, presiding. 

Present: Senators Akaka, Murray, Tester, Begich, and Burr. 

Also present: Senator Murkowsla. 

OPENING STATEMENT OF HON. DANIEL K. AKAKA, CHAIRMAN, 
U.S. SENATOR FROM HAWAII 

Chairman Akaka. The hearing of the Senate Committee on Vet- 
erans’ Affairs will come to order. 

Aloha and good morning, everyone. I am delighted that the Com- 
mittee is focusing on the joint efforts of the Department of Vet- 
erans Affairs and the Indian Health Service to improve care for 
Native American veterans. 

Native American veterans have a rich and storied history of serv- 
ice to our Nation, and like all veterans they deserve the care and 
benefits that they have earned. Many Native American veterans 
served with distinction, but returned home to a very difficult tran- 
sition. Substance abuse, extreme poverty, and unemployment still 
plague parts of Indian Country. American Indian and Alaska Na- 
tive veterans are nearly 50 percent more likely than other veterans 
to have a service-connected disability and twice as likely to be un- 
employed. And as we will hear from a witness from my home State, 
challenges also extend to other Native veterans, including the 
many Native Hawaiians who have and are serving our Nation. 

Today’s hearing focuses on health care. Despite dual eligibility 
for VA and IHS health care, American Indian and Alaska Native 
veterans report unmet health care needs at four times the rate of 
other veterans. In 2003, VA and IHS signed a Memorandum of Un- 
derstanding agreeing to mutual goals and actions to improve co- 
operation and collaboration. I look forward to hearing from today’s 
witnesses on the progress being made toward those goals. 

Senator Tester has been a leader on this issue and an advocate 
for Native Americans in Montana and across the Nation. Indeed, 
today’s hearing is in response to his request, and I will be turning 
the gavel over to him momentarily. 

Also, I want to say that Senator Murray has also been a leader 
in this area from the State of Washington. 

( 1 ) 
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As I speak, Tribal leaders are gathering for a White House sum- 
mit, as you know. Such summits remind us of the government-to- 
government relationship the U.S. has with Tribal Nations and their 
members. Therefore, for VA to effectively serve the many Native 
Americans who have shared in our mutual defense, it must also 
collaborate with the federally-recognized Tribal governments whose 
citizens serve with pride and patriotism. 

And now, I would like to call on Senator Tester for any state- 
ment that he has to make, and I will call on Senator Murray fol- 
lowing that. Senator Tester. 

STATEMENT OF HON. JON TESTER, 

U.S. SENATOR FROM MONTANA 

Senator Tester. I want to thank you, Mr. Chairman. Thank you 
for your remarks, and I want to thank you for agreeing to hold this 
hearing as quickly as you did. 

I want to thank the witnesses for being here today. A special 
thanks to Kevin Hewlett for being here to lend his considerable ex- 
pertise on the subject of Indian health care. As the Director of Trib- 
al Health for the Confederated Salish and Kootenai Tribes in Mon- 
tana, Kevin is literally on the front lines of American Indian health 
care. 

I also want to thank Buck Richardson for being here. Mr. Chair- 
man, I know you will do a full introduction of the witnesses, but 
let me just say this. Buck is a fine man, has a great reputation, 
and does some great work for the VA as it applies to our Native 
Americans and VA folks across the board. 

This is a critically important topic in my State. We have 11 
tribes and seven reservations — over 4,500 American Indians who 
are enrolled in the VA alone. Of course, the number of American 
Indian veterans is likely much, much higher. Over the short time 
that I have been a U.S. Senator, I have heard many VA and De- 
fense Department officials discuss the problems that they have had 
in assuring a seamless transition of a veteran from the DOD health 
program to the VA. Many veterans have told me firsthand about 
how they have fallen through the cracks caused by imperfect 
records, transfers, and red tape. It seems to me that if an agency 
as well-funded as the DOD has problems ensuring a seamless tran- 
sition with the VA, we are facing an especially tall order with In- 
dian Health Service. 

Some of this is about resources. Everyone in the room knows how 
underfunded IHS has been. The agency actually spends less per 
American Indian for health care than the Federal Bureau of Pris- 
ons spends on Federal inmates. And it has only been in the last 
couple years that the VA has been adequately funded. 

But beyond the question of dollars and cents, it is clear that nei- 
ther agency has the unique needs of the Indian veterans front and 
center. As a result, we hear the horror stories of a veteran walking 
into an IHS facility, only to be told to go to a VA hospital hundreds 
of miles away, and of the veteran walking into a VA facility, only 
to be sent to an IHS facility. This so-called ping-ponging veterans 
is at odds with each agency’s mission to care for the patient first. 
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We have no reliable data on the progress being made between 
VA and IHS on their 2003 Memorandum of Understanding. In the 
age of information we live in, I see this as not acceptable. 

The lines of command and the role of each agency in providing 
assistance to the veteran are not always as clear as they need to 
be. One of the most important aspects of a true government-to-gov- 
ernment relationship is communication. Tribes, clinics, and indi- 
vidual Indian veterans need to know what their options are for ob- 
taining the quality health care that they deserve. 

One of the areas that seems to be working, where we have had 
decent results is the roll-out of the telehealth capabilities. As you 
know, Mr. Chairman, telehealth is particularly important in rural 
States, like my State. Many times, it is the only opportunity for 
folks in frontier areas to see a doctor or a mental health provider. 
Many of these telehealth opportunities are the product of funding 
approved by Congress in the past year for VA rural health pro- 
grams. That is a good story for both the VA and the IHS, and we 
need to build on it. We have made good progress, but the work is 
not done. 

Our goal today is to find out about some of the progress. At the 
same time, we need the VA to be a willing partner at all of its lev- 
els to work with us to find ways to improve health care and the 
quality-of-life for American Indian veterans. 

So, I look forward to this hearing very, very much. From the wit- 
nesses, we are going to hopefully gain some ground on where we 
are and move forward. We all know there is much more work to 
be done, but by working together, we can get a lot of good things 
done. 

I want to thank you again, Mr. Chairman, for calling this hear- 
ing and appreciate the witnesses for their presence here. 

Chairman Akaka. Thank you very much. Senator Tester. 

Senator Murray, your opening statement. 

STATEMENT OF HON. PATTY MURRAY, 

U.S. SENATOR FROM WASHINGTON 

Senator Murray. Thank you very much, Mr. Chairman, Senator 
Burr, Senator Tester, for holding this hearing today. I am looking 
forward to a discussion on cooperation between the Department of 
Veterans Affairs and the Indian Health Service so that we can im- 
prove health care and benefits for American Indian, Native Alas- 
kan, and Native Hawaiian veterans. 

I join in thanking all of our witnesses who are appearing before 
this Committee today. I look forward to hearing your thoughts and 
perspectives on the cooperation between these two agencies since 
the implementation of the Memorandum of Understanding. 

Mr. Chairman, I especially want to welcome and thank Council- 
man Andrew Joseph. He comes from the Confederated Tribes of 
Colville and has traveled all the way across the country to be here 
today to testify from my home State of Washington and I really ap- 
preciate his being here today. 

I do want to take a moment to say how proud I am of all the 
veterans in this room. All of you have sacrificed so much in service 
to our country. We owe it to you to honor the promises we have 
made to take care of you when you come home. And one of the 
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most important ways to do this is by making sure that veterans 
have access to a system that treats you fairly. 

Tribal veterans, in particular, have made tremendous sacrifices 
for our country. In fact. Native Americans serve in the Armed 
Forces at a higher rate per capita than any other ethnic group. And 
I also know that Tribal veterans face some of the toughest barriers 
to accessing the services they have earned. Many Tribal veterans 
don’t live anywhere near VA services. They face communication 
barriers. And too often. Tribal veterans face issues with coordina- 
tion between the Indian Health Service and the VA. So, it is our 
job to do everything within our power to break down those barriers 
and help our Tribal veterans access the care they need. You fought 
for us. We need to fight for you now. 

We began moving in the right direction 6 years ago when the 
Memorandum of Understanding was signed, but enough time has 
gone by for us to see some tangible results from the cooperation 
this agreement was meant to develop. 

So, Mr. Chairman, I appreciate your holding this hearing and I 
look forward to hearing from our witnesses today on the progress 
of this cooperation. Thank you. 

Chairman Akaka. Thank you. Senator Murray. 

And now, the Ranking Member of this Committee, Senator Burr. 

STATEMENT OF HON. RICHARD BURR, RANKING MEMBER, 
U.S. SENATOR FROM NORTH CAROLINA 

Senator Burr. Thank you, Mr. Chairman. Aloha. Welcome to our 
witnesses this morning. 

We are here today to ensure the resources of the Department of 
Veterans Affairs and the Indian Health Service are being used to 
deliver timely, quality, and coordinated care services to Native 
American veterans. 

Mr. Chairman, Native Americans have the highest record of mili- 
tary service per capita when compared to other ethnic groups. I be- 
lieve this record of service to our Nation and to the country is root- 
ed in their culture and their traditions. Courage, duty, honor, sac- 
rifice — these are values that make up our military men and women 
and make them second to none, and they are the values that run 
thick in the culture of so many from Indian Country. 

And when they return from military service with medical needs, 
they should expect a well-coordinated health care system. Today, I 
hope to learn how VA and the Indian Health Service coordinate the 
health care for those enrolled in both systems. For example, the 
Tribal Hospital in Cherokee, NC, has 700 enrolled veterans. One 
hundred forty of them are also enrolled in VA care. I hope to learn 
whether the remaining 560 veterans are aware of the VA health 
care benefits they may be entitled to. 

This is just a snapshot of an issue I am sure exists for North 
Carolina’s 7,600 Native American veterans and others across the 
country. VA and IHS need to do a better job in sharing information 
to determine whether a patient is dual eligible. This information 
will lead to a more efficient allocation of resources, better planning, 
and well-informed sharing agreements. 

In 2003, VA and Indian Health Service developed a Memo- 
randum of Understanding outlining five mutual goals. One, im- 



5 


prove access to quality care; two, improve communications; three, 
encourage the development of partnerships and sharing agree- 
ments; four, ensure appropriate resources are available; and five, 
improve health promotion, disease, and preventative services. 
Today, I hope to learn where we are meeting these important goals, 
but more importantly, where we still need work. 

It is extremely important that these goals be taken seriously. For 
too long, when it comes to fair dealing with Indian Country, our 
actions have not matched our words. We must not let this be the 
case here, especially when we are talking about those who have 
worn the uniform of our country. 

Mr. Chairman, again, I thank you for convening this hearing and 
I look forward to what our witnesses might instill with us. 

Chairman Akaka. Thank you very much. Senator Burr. 

Now I will call on Senator Begich for any opening remarks. 

STATEMENT OF HON. MARK BEGICH, 

U.S. SENATOR FROM ALASKA 

Senator Begich. Thank you very much, Mr. Chairman. And to 
the first panel, thank you for being here. Thank you for patiently 
waiting as we go through our opening remarks, because to be hon- 
est with you, I am looking forward to your comments, and I really 
am looking for the next panel because we are going to have a lot 
of questions for them. 

In my State of Alaska, a huge percentage — 120,000 of the popu- 
lation are Alaska Natives. We have the very unique problem of de- 
livery of services to our veterans in rural parts of Alaska, which 
is much different than the Lower 48, where in some cases you can 
drive to facilities. But in Alaska, you may not even be able to get 
to a facility until the weather is correct, when you can then fly or 
snow machine, depending on the conditions of the area. 

I am interested not only in the dual enrolled recipients, but also 
for Alaska, for unique opportunities in how we deliver services to 
those veterans that are in very remote areas — literally a plane ride 
away — yet a very short distance away are Indian Health Service fa- 
cilities and how they can access those. Maybe they need not be 
dual-enrolled, but may need access because we don’t have a VA 
hospital in Alaska, and also the distance travel can put great pres- 
sure onto the health issue they may be moving forward on and get- 
ting services for. So, I am anxious for that. 

I am anxious for the first panel because hopefully you will give 
us your very open thoughts on what is working, what is not, but 
also where you can see some improvements. Even though it is not 
necessarily from an Alaska perspective, I think it is very important 
from the first people’s perspective of what we need to do to improve 
a service that is earned, but also important to deliver to our vet- 
erans, especially in rural communities, and Alaska Native Amer- 
ican Indians have unique situations. 

I can only tell you that in Alaska I hear from veteran after vet- 
eran who has served and now lives back in their home village, that 
when they need services it is very difficult at times to get that ac- 
cess. We have some demonstration projects up there that seem to 
have some success and we are anxious to share those. But I am 
anxious to talk to the next panel in specific regard to how do we 
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ensure that the veterans in rural communities, and especially in 
Alaska, access health care in a reasonable timeframe and get qual- 
ity health care. 

But again, thank you to the first panel. Thank you for patiently 
listening to us giving our opening remarks. Thank you, Mr. Chair- 
man. 

Chairman Akaka. Thank you very much. Senator Begich. 

I want to welcome the witnesses on our first panel. Clay Park, 
Native Hawaiian Veterans Program Director at Papa Ola Lokahi, 
will begin our discussion by giving voice to a sometimes neglected 
portion of the Native American community, and that is the Native 
Hawaiians. 

Our second witness is Mr. Kevin Hewlett, Director of the Salish 
and Kootenai Tribal Health Department. 

Our third witness, I am pleased to introduce, is Andrew Joseph, 
a Councilman from the Confederated Tribes of Colville, who is tes- 
tifying on behalf of the National Indian Health Board. 

Mr. Park, we will please begin with your statement. 

STATEMENT OF WILLIAM CLAYTON SAM “CLAY” PARK, DIREC- 
TOR, NATIVE AMERICAN HAWAIIAN VETERANS PROJECT, 

PAPA OLA LOKAHI 

Mr. Park. Good morning. Welina. Chairman Akaka, members of 
the Senate Committee on Veterans’ Affairs, Papa Ola Lokahi wish- 
es to express to you its sincere gratitude for inviting us to partici- 
pate today in this important hearing. 

My name is William Clayton Sam Park, Director of Papa Ola 
Lokahi’s Native Hawaiian Veterans Project. I am a retired Master 
Sergeant with 3 years active duty, 21 years of service with the Ha- 
waii Army National Guard. I am also retired from the Department 
of Veterans Affairs and a disabled veteran. 

Mr. Chairman, in your letter, you specifically wanted us to ad- 
dress Papa Ola Lokahi and the Native Hawaiian Health Care Sys- 
tems collaborating with the VA and the Indian Health Service. 
Papa Ola Lokahi has had a longstanding relationship with the VA, 
going back more than 10 years to a time when Mr. David Burge, 
a Native Hawaiian, served as its Hawaii Director. We have partici- 
pated in past trainings and provided training to the local VA on 
cultural trauma and other areas around cultural competency. 

Recently, we have established at each of our five Native Hawai- 
ian Health Care Systems, which operate throughout the State, vet- 
erans “Aunties” and “Uncles” groups, which act as enablers for Na- 
tive Hawaiians and other veterans with issues and/or concerns. 
These men and women serve as volunteers to hear out our veterans 
and their issues and offer advice. In turn, these groups are facili- 
tated by health care professionals from the Native Hawaiian 
Health Care Systems, who are trained specifically in VA programs 
and, in turn, serve as links for veterans on their respective islands 
into the VA structure. 

Likewise, Papa Ola Lokahi has developed a relationship with the 
Indian Health Service over the past 15 years. This relationship has 
afforded the provision of primary care service for American Indians 
and Alaska Native residents in Hawaii. Presently, these services 
are provided through Ke Ola Mama, one of the largest Native Ha- 
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waiian Health Care Systems, directed by Lisa Mao Ka’anoi, an 
Alaska Native of Native Hawaiian ancestry. 

Over the years the Indian Health Service has provided guidance 
to Papa Ola Lokahi on, one, formation of its Institutional Review 
Board, which currently reviews and approves all health research 
undertaken by researchers through the Native Hawaiian Health 
Care Systems and other service providers. Two, establishment of 
the Native Hawaiian Epi Center, which is similar in form and 
function to the 11 Native American Epi Centers across Indian 
Country. And three, the RPMS reporting system, which some of the 
Native Hawaiian Health Care Systems are considering adopting. 

In conclusion, these two agencies have continued to support the 
efforts of Papa Ola Lokahi in the Native Hawaiian Health Care 
Systems and we have supported their missions as well. Presently, 
we receive our base Federal support through the Native Hawaiian 
Health Care Improvement Act and the Health Resources and Serv- 
ices Administration, U.S. Department of Health and Human Serv- 
ices. 

Thank you again. Chairman Akaka and members of the Senate 
Committee on Veterans’ Affairs, for this opportunity to share with 
you my thoughts today. There is an olelo, a verse, in my traditional 
language which states, “Ke kaulana pa’a ’aina on na ali’i,” which 
is simply translated as “The famed landholders of the chiefs.” The 
meaning here is the best warriors were awarded the best lands by 
our chiefs because of their bravery and service. This is why we are 
here today. We simply want the best health care possible for our 
warriors who have given so much, often sacrificing their own 
health for this Nation’s benefit. Our recommendation for specific 
actions to accomplish this objective has been submitted in the writ- 
ten testimony. 

Mr. Chairman, I will be pleased to answer any questions you or 
Members of the Committee have. Mahalo. 

[The prepared statement of Mr. Park follows:] 

Prepared Statement of William Clayton Sam “Clay” Park, Director, Native 
Hawaiian Veterans Project, Papa Ola Lokahi 

Welina. Chairman Akaka and Members of the Senate Committee on Veterans’ Af- 
fairs, Papa Ola Lokahi wishes to express to you its sincere gratitude for inviting 
us to participate today in this important Hearing. 

My name is William Clayton Sam Park, director of Papa Ola Lokahi’s Native Ha- 
waiian Veterans Project. I am a retired Master Sergeant with 3 years active duty 
and 21 years of service with the Hawaii Army National Guard. I am also retired 
from the DVA with 28 years of service and a disabled veteran. 

Papa Ola Lokahi is the Native Hawaiian Health Board that was established by 
the Native Hawaiian community in 1987 to plan and implement programs, coordi- 
nate projects and programs, define policy, and educate about and advocate for the 
improved health and wellbeing of Native Hawaiians, an Indigenous Peoples of the 
United States. These tasks were incorporated within U.S. policy when the U.S. Con- 
gress established its policy in 1988 “to raise the health status of Native Hawaiians 
to the highest possible level and to provide existing Native Hawaiian health care 
programs with all the resources necessary to effectuate this policy” (Public Law 
102-396). 

Native Hawaiians have served in the military services of the United States almost 
from the very beginning of the Nation. Young Prince George Kaumuali’i enlisted in 
the U.S. Navy and fought in the War of 1812 in the Mediterranean. In following 
conflicts including the American Civil War, the Spanish-American War, World Wars 
I and II, Korea, Vietnam, Iraq, and, now, again Iraq and Afghanistan, Native Ha- 
waiians have continued to serve and serve with distinction. As a side note, a num- 
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ber of Native Hawaiians historically have also served in the Armed Forces of other 
countries including England and Canada. 

In 1997 when the VA released the results of the late Senator Spark Matsunaga- 
initiated study on the impacts of exposure to war zones on Native Hawaiian and 
Asian veterans, it became clear that along with American Indians and Alaska Na- 
tives, Native Hawaiians have borne a larger burden of battle-related stress and 
trauma. More than one in every two Native Hawaiian veterans experienced war-re- 
lated trauma in Vietnam. The report goes on . . . Upon returning home after one 
or more tours in Vietnam many Native Hawaiian veterans struggle with extremely 
severe problems that neither they nor their families, friends, or communities know 
how to understand or cope with: depression, shame, guilt, isolation and emotional 
emptiness, alienation, unable to relax, addiction. One in three Native Hawaiians 
have full or partial PTSD currently . . . More than one in two Native Hawaiians 
have had full or partial PTSD sometime since Vietnam. 

With conflicts in the 1990s in Iraq and now on-going conflicts in Iraq and Afghan- 
istan, and with Reserve and National Guard units being heavily utilized along with 
regular military and the particularly brutal nature of the current warfare, these 
PTSD episodes will only greatly increase. An additional factor in these conflicts is 
the full participation of women now integrated into positions which formerly were 
all male forces. 

Current US Census data indicates that there are about 30,000 Native Hawaiian 
and Pacific Islander veterans in the United States. A large portion of this number 
is resident in Hawaii and Native Hawaiians have been actively engaged with the 
Hawaii Office of the VA (Veterans’ Affairs) for many years. Increasingly, however, 
almost as many Native Hawaiians now live on the continental United States and 
more and more. Native Hawaiians will become part of the VA structure throughout 
the Nation. In previous testimony before this Committee, Papa Ola Lokahi provided 
historical reviews and analysis of VA activities and the Native Hawaiian community 
in Hawaii. 

Mr. Chairman, in your letter you specifically wanted us to address Papa Ola 
Lokahi and the Native Hawaiian Health Care Systems’ collaboration with the VA 
and the Indian Health Service. Papa Ola Lokahi has had a long-standing relation- 
ship with the VA going back more than ten years to a time when Mr. David Burge, 
a Native Hawaiian, served as its Hawai’i Director. We have participated in past 
trainings and provided training to the local VA in cultural trauma and other areas 
around cultural competency. Recently, we have established at each of the five Na- 
tive Hawaiian Health Care Systems which operate throughout the State, veterans 
“Aunties” and “Uncles” groups which act as “enablers” For Native Hawaiian and 
other veterans with issues and/or concerns. These men and women are Native retir- 
ees who serve as volunteers to hear out veterans and their issues and offer advice. 
In turn, these groups are facilitated by health care professionals from the Native 
Hawaiian Health Care Systems, who are trained specifically in VA programs and, 
in turn, serve as links for veterans on their respective islands into the VA structure. 

Likewise, Papa Ola Lokahi has developed a relationship with the Indian Health 
Service over the past fifteen years. This relationship has afforded the provision of 
primary care services for American Indians and Alaska Natives resident in Hawaii. 
Presently, these services are provided through Ke Ola Mama, one of the larger Na- 
tive Hawaiian Health Care Systems, and directed by Lisa Mao Ka’anoi, an Alaska 
Native with Native Hawaiian ancestry. Over the years, the Indian Health Service 
has also provided guidance to Papa Ola Lokahi on (1) formation of its Institutional 
Review Board which currently reviews and approves all health research undertaken 
by researchers through the Native Hawaiian Health Care Systems and other service 
providers, (2) establishment of the Native Hawaiian Epi Center which is similar in 
form and function to the twelve Native American Epi Centers across Indian Coun- 
try, and (3) the RPMS reporting System which some of the Native Hawaiian Health 
Care Systems are considering adopting. 

In conclusion, these two agencies have continued to support the efforts of Papa 
Ola Lokahi and the Native Hawaiian Health Care Systems as we have supported 
their missions as well. Presently, we receive our base Federal support through the 
Native Hawaiian Health Care Improvement Act and the Health Resources and Serv- 
ices Administration, US Department of Health and Human Services. 

Given our relationships and vantage point, we come before you today with the fol- 
lowing recommendations: 

1. Enhance VA capacity to address health and wellness issues not only of the VA 
beneficiary but also those of the VA beneficiary’s family; 

While addressing the VA beneficiary’s health needs is critical to the VA mission, 
there needs to be the ability within the VA also to address the resultant health 
issues and needs of the VA beneficiary’s family. This is particularly true with those 
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VA beneficiaries with TBI and/or PTSD. Without this ability, there is often a family 
breakdown and a less than satisfactory outcome for the VA beneficiary, the family 
and the community. 

2. Develop VA capacity to contract with Native groups and organizations to pro- 
vide outreach services to VA heneficiaries and their families; 

In Hawai’i, the VA has not been able to reach out to rural communities and pro- 
vide needed services to VA heneficiaries living in these areas. We would ask that 
the VA contract with Native Hawaiian and other appropriate groups and organiza- 
tions to provide outreach services to VA beneficiaries and their families. 

3. Develop VA capacity to contract with FQHCs and tribal and Native Hawaiian 
Health Care Systems to provide VA beneficiaries and their families with primary 
care services in rural areas; 

For the same reasons noted previously, the VA simply does not have the capacity 
at this time to reach out into rural areas where there are currently primary care 
service providers. It would make sense for the VA to contract for primary care serv- 
ices with these existing entities in these rural communities. In Hawai’i, there are 
only 3 VA community-hased outpatient clinics (CBOC) while there are 14 commu- 
nity health centers and 5 Native Hawaiian Health Care Systems, all of which pro- 
vide primary care 

4. Train VA service providers working with Native populations in history, cultural 
sensitivity, and cultural competency; 

historical context and cultural sensitivity and competency can improve VA service 
provider and VA beneficiary understanding and compliance with good outcomes. 

5. Expand VA capacity to provide traditional Native healing practices and alter- 
native and complementary healing practices to VA beneficiaries and their families; 

Native cultures have traditional healing practices such as lomilomi (Hawaiian 
massage), ho’oponopono (counseling), and la’au lapa’au (herbal medicine) in our Na- 
tive Hawaiian culture. This includes traditional practices and protocols transitioning 
the ’warrior” back into civilian society. All of these have demonstrated effectiveness 
for the Native VA beneficiary. The VA needs to support these traditional methods 
and practices. In addition, there are numerous alternative and complementary 
health care practices such as acupuncture, chiropractic, Chinese medicine, and na- 
turopathy which may be of particular interest and therapeutic to VA beneficiaries. 
These, too, should be allowable and available. 

6. Support and develop specific work plans for each of the recommendations of the 
Advisory Committee on Minority Veterans’ July 1, 2008 and July 1, 2009 reports; 

In 1994, legislation was passed which established the Advisory Committee on Mi- 
nority Veterans. The work and recommendations of this Committee need to be ac- 
tively supported and implemented respectively. It is strongly recommended that a 
Native Hawaiian representative be added to the Committee as soon as appropriate. 
In addition. Native Hawaiians look forward to participating with the federally-char- 
tered National American Indian Veterans group and applaud the recently produced 
DVD entitled “Native American Veterans: Storytelling for Healing,” which includes 
American Indian, Alaska Native, and Native Hawaiian veterans’ stories produced by 
the Administration for Native Americans, US Department of Health and Human 
Services. 

7. Collect, analyze, and report data on VA beneficiaries and their families in ac- 
cordance with 1997 0MB 15 revised standards, including disaggregating Native Ha- 
waiian from Other Pacific Islander data; 

In 1997, 0MB disaggregated the Asian Pacific Islander (API) identifier and estab- 
lished two distinct categories; Asian (A) and Native Hawaiian and Other Pacific Is- 
lander (NHOPI). The VA needs to incorporate this disaggregation within its report- 
ing systems. Additionally, “Native Hawaiians” need to be distinctively identified 
apart from “Other Pacific Islanders” as Native Hawaiians have put forth their self- 
determination efforts. This is critical for Native Hawaiians as, like American Indi- 
ans/Alaska Natives, they need to be identified as a body of individuals with a special 
political relationship to the Federal Government. 

8. Enhance VA capacity to undertake research on ways to improve health and 
wellness outcomes for VA beneficiaries and their families. 

The VA’s research budget has been limited over the past decade. Additional funds 
need to be allocated to research how better outcomes can be accomplished for VA 
beneficiaries and their families. This is particularly critical for those with TBI and 
PTSD. 

Additionally, we strongly recommend that the VA increase its research capacity 
to investigate what the health and wellness issues are for returning Native men and 
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women veterans from today’s war zones. It is hoped that many of these studies 
could be undertaken by Native health researchers themselves. 

Thank you again Chairman Akaka and Members of the Senate Committee on Vet- 
erans Affairs for this opportunity to share with you my thoughts today. There is an 
“olelo, a verse, in my traditional language which simply states: 

KE KAULANA PA‘A ‘ALNA ON NA ALl‘l 

Which is simply translated as “The famed landholders of the chiefs.” The meaning 
here is that the best warriors were awarded the best lands by our chiefs because 
of their bravery and service. That is why we are here today. We simply want the 
best health care possible for our warriors who have given so much and. often sac- 
rificed their own health for this Nation’s benefit. Mahalo. 

Chairman Akaka. Thank you very much, Mr. Park. 

Mr. Hewlett, we will receive your testimony. 

STATEMENT OF S. KEVIN HOWLETT, DIRECTOR, CONFED- 
ERATED SALISH AND KOOTENAI TRIBAL HEALTH DEPART- 
MENT 

Mr. Howlett. Mr. Chairman, Members of the Committee, I am 
pleased and honored to appear before you today to present testi- 
mony related to health care of Native American veterans. For the 
record, I am Kevin Howlett, a member of the Salish Kootenai 
Tribes, and Director of the Tribes’ Health and Human Services De- 
partment. 

I would like to thank Senator Tester for his recognition and sup- 
port for my being here and his commitment to providing health 
care to Native American veterans. 

Today, I will address those areas I feel that affect the access and 
quality of care I spoke of when then-Secretary Peake visited Mon- 
tana. Let me assure you that while I speak as one Tribal health 
director, the issues I will address span the universe of Indian 
Country and the needs I believe exist in every reservation commu- 
nity. 

Specifically, there has been a longstanding belief that health care 
for Native Americans is the responsibility of the Indian Health 
Service. While I agree that the IHS has principal responsibility as 
the Federal agency designated to provide care, I also know that as 
citizens of the States in which Indians live, they are entitled to the 
services provided to the citizens of that State. In addition, by hav- 
ing served our country in the Armed Services, veterans have 
earned the right to care provided by the Veterans Administration 
medical system. 

Most reservations are remotely located, underfunded, under- 
staffed, resulting in a very real rationed care scenario. While Tribal 
or IHS clinics do the best they can, the level of care is often less 
than needed. This is amplified by a severe shortage of clinical per- 
sonnel evident in virtually every clinic setting. 

When the level of care is not available in the local IHS clinic, 
IHS uses what is referred to as a Contract Health Service Program 
to refer care to outside specialty providers or inpatient facilities 
when that care is not available. The CHS program has operated on 
a shoestring budget for many years. The care that can be approved 
utilizing CHS funds must be threatened if IHS assumes financial 
responsibility. Consequently, these services are not provided. 

We are aware of the existence of a Memorandum of Under- 
standing between the Indian Health Service and the VA. We are 
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also aware that it represents more symbolism than action. Without 
question, the full implementation of the existing MOU linked to 
specific Tribal recommendations would go a long way in providing 
a more comprehensive level of care to our veterans. Specifically, the 
agencies agreed to many things, including the sharing of informa- 
tion technology and an interagency work group to oversee proposed 
national initiatives. 

Mr. Chairman, if the agencies who are a party to this agreement 
would, as a matter of priority, establish an internal and external — 
including Tribal — work group to begin developing a strategy, then 
they could discuss how that strategy should be resourced and im- 
plemented. 

An item not covered in the existing MOU concerns payment to 
Tribal facilities for care rendered to eligible veterans in Tribal clin- 
ics. The Tribes rely heavily upon third-party collections to support 
clinic operations. It seems logical that for Medicare and Medicaid 
and privately insured individuals, the clinics can seek reimburse- 
ment. We are aware that the VA does have the ability to contract 
with the private sector to pay for the care of veterans, yet Tribally- 
operated clinics cannot, as we understand, seek the same. It would 
be easily incorporated into statute if this Committee were so in- 
clined. Absent the reimbursement, we will still provide what care 
we can, but the resources or the absence of resources controls the 
scope of care. 

Mr. Chairman, I could speak for hours about the specific needs 
of the 480 veterans living on my reservation. My purpose and goal 
today is to enlighten you from my perspective about the organiza- 
tion, structural, and resource issues that comprise the maze of 
health care for veterans on the Flat Head Indian Reservation. I 
truly believe that the level of care that is afforded must equal the 
services they have rendered. I also believe that we can find solu- 
tions if we stay focused on the task and spend less time trying to 
point fingers. We need to utilize the tools we have and the commit- 
ment all of us have in this room share. 

I look forward to this Committee providing the guidance and di- 
rection to the VA and IHS to ensure that those who have worn the 
uniform have the best care possible, to maximize limited resources, 
and to work collectively in all areas of health care, including behav- 
ioral health. We owe these dedicated men and women nothing less. 

Mr. Chairman, I have attached the MOU to my testimony. I have 
also attached some correspondence from the manager of my behav- 
ioral health program, correspondence that she relates to me from 
her personal observations as a behavioral therapist, the issues she 
has dealt with, and I think it will give you a perspective that some- 
times people in bureaucracy don’t or can’t appreciate. 

I would be happy to answer any questions the Committee may 
have. Thank you. 

[The prepared statement of Mr. Howlett follows:] 

Prepared Statement of S. Kevin Howlett, Director, Health and Human Serv- 
ices Department, Confederated Salish and Kootenai Tribes of the Flat- 

head Nation 

Mr. Chairman and Members of the Committee: I am pleased and honored to ap- 
pear before you today to present testimony related to the health care for Native 
American Veterans. 
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For the record, I am S. Kevin Hewlett, a member of the Salish and Kootenai 
Tribes and Director of the Tribes Health & Human Services Department. 

Let me thank our Senator Jon Tester for his recognition and support for my being 
here and his commitment to providing health care to our veterans. 

Today, I will address those areas I feel that affect the access and quality of care 
I spoke of when then Secretary Peake visited Montana. Let me assure you that 
while I speak as one Tribal Health Director, the issues I will address span the uni- 
verse of Indian country and the needs I believe exist in every reservation commu- 
nity. 

Specifically, there has been a long-standing belief that health care for Native 
Americans was the responsibility of the Indian Health Service. While I agree that 
IHS has principal responsibility as the Federal agency designated to provide care, 
I also know that as citizens of the states in which Indians live they are also entitled 
to the services provided to the citizens of that state. In addition, by having served 
our country in the armed services, veterans have earned the right to care provided 
by the Veterans Administration Medical system. 

Most reservations are remotely located, under funded and under staffed resulting 
in a very real rationed care scenario. While Tribal/IHS clinics do the best they can, 
the level of care is quite often less than needed. This is amplified by a severe short- 
age of clinical personnel evident in virtually every clinic setting. 

When the level of care is not available in the local clinic IHS uses what is referred 
to as the contract health services (CHS) program to refer to outside specialty care 
providers or in-patient facilities when in-patient care is not available. The CHS pro- 
gram has operated on a shoestring budget for many years. The care that can be ap- 
proved utilizing CHS funds must be life threatening if IHS assumes financial re- 
sponsibility; consequently these services are not provided. 

We are aware of the existence of a Memorandum of Understanding between the 
IHS and the VA. We are also aware that it represents more symbolism then action. 
Without question the full implementation of the existing MOU, linked with Tribal 
specific recommendations would go a long way in providing a more comprehensive 
level of care for our veterans. Specifically, the agencies agree to many things includ- 
ing the sharing of information technology and an interagency workgroup to oversee 
proposed national initiatives. 

Mr. Chairman, if the agencies who are a party to this agreement would as a mat- 
ter of priority establish an internal and external (tribal) work group to begin devel- 
oping a strategy then we could discuss how that strategy should be resourced and 
implemented. 

An item not covered in the existing MOU concerns payment to Tribal facilities for 
care rendered to eligible veterans in Tribal clinics. The tribes rely heavily upon 
third-party collections to support the clinic operations. It seems logical that for 
Medicare/Medicaid, and privately insured individuals, the clinics can seek reim- 
bursement. We are aware that the VA does have the ability to contract with the 
private sector to pay for the care of veterans, yet tribally operated clinics cannot 
as we understand seek the same. It would be easily incorporated into statute if this 
Committee were so inclined. Absent the reimbursement, we will still provide what 
care we can, but resources or the absence of resources controls the scope of care. 

Mr. Chairman, I could speak for hours about the specific needs of the 480 vet- 
erans living on my reservation. My purpose and goal today was to enlighten you 
from my perspective about the organization, structural and resource issues that 
comprise the maze of health care for veterans on the Flathead Indian Reservation. 
I truly believe that the level of care that is afforded must be equal to the services 
they have rendered. 

I also believe that we can find solutions if we stay focused on the task, and spend 
less time trying to point fingers. We need to utilize the tools we have, and the com- 
mitment all of us in this room share. 

I look forward to this Committee providing the guidance and direction to the VA 
and IHS to ensure that those who have worn our uniform have the best care pos- 
sible, to maximize limited resources, and to work collectively in all areas of health 
care including behavioral health. We owe these dedicated men and women nothing 
less. 
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ATTACHMENTS 


8, To &rAer the goals ofthis MOU, VA and IHS agree to: 

1 . Facilitate collaboration on eflfetive Iwaltheare delivery for American Indian and Alaska 
Native veterans and shared responsibility Ibr iroplementetion of appropriate health 
promotion and disease pfevmtion eifotts. Ensure tliat IHS and VA facilities develop and 
provide effusive IWca^ between focilities to support health promotion for American 
Indian and Alaska N«lve vaerans that benefit their communities. 

2. Idoitiiy needs and gaps between the VA and the IHS to develop and implement 
strategies to ensure optimal healdi for the American Indian and Alaska Naive vaeron 
population. 

3 . Promote activities and propams desiped to improve the heailh and quality of iitc for 
American Indian and Alaska Native vemnuis. 

4. Develop and implement Elegies for information sharing and data eschange. 

5. Collaborate in the acchangeof retevant programmatic communications and other 
informatioa related to American Indian and Alaska Native veterans. 

6. Co>$ponsor and provkle reciprocal suppori for Continuing Medical Education, training 
and certificarion for IHS and VA healthcare i^aff. 

7; Develop twUonal sharing agreements, as appir^riate, in healthcare information 
technology to include eleetronic medical record systems, provider order entry of 
prescriptions, bar code medication, tdemedicine, and other medical technologies, and 
national credentialing programs. 

8. Create an interapney woric. group to oversee ^posed national initiatives. 

9. Develop a common methodology to track VA and IHS interagency activities and report 
progress. 

IV. Other Considerations; 

A. All VA Medical fiicilities and the IHS will comply with ail ai^licable Federal laws and 
replatkms regaidlng the confidenfiality of health Information. Medical records of !HS and V.4 
patients are Fedwa! records and are subject to some or all of fte following laws: the Privacy 
Act, 5 U.S.C. 552a; the Freedom of Information Act, S U.S.C, 552; Ae Drug Abuse Prevention. 
Treatment, and Hebabilitation Act, 21 U.S.C. HOI, Ae Comprehensive Alcohol Abuse and 
Alcohol!^ Prevention, Treatment and Retiabiiitmlor! Act, 42 U.S.C. 4541, the HealA Insurance 
Portability and Accountability Am of 1996, 42 U.S.C. 1 301 , VA’s Confidentiaiity of Certain 
Medical Records, 38 U.S.C. 7332; Confideitfial Nmure of Claims, 38 U.S.C. 570! ; Medical 
Quality Assurance Itecords ConfltottiaKty, 38 lf.S.C. 5705, and Federri regulations 
promulgated to implement Aose acts. 

B. Care rendered tinder Ais MOU will not be part of a study, research grant, or other lest 
wjAout Ac written consent of boA Ac IHS and Ae VA facility and will be subject to alt 
appropriate HHS and VA research protocols, 

C. The VA and the IHS will abide by Fedmnl Regulations concerning Ae release of information 
to Ae public - and will obtaA advance approval from eiAer VA or IHS before publication of 
technical papers in profe^ional and scientific journals - for articles derived from infonnation 
covered by Ais MOU. The VA and the IHS agree to cooperme folly with each oAer in any 
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investigations, negotiations, settlements or defaise in the event of a notice of claim, complaint, 
or suit relating to care rendered under this VA/IKS MOU. 

D. No swvices under this MOU will rssult in any reduction in ihe range of services, quality of 
care or established priorities for c«e (wovided to the veteran population or the IHS sendee 
population. 

E. The VA may provide IHS employee^ with access to VA automrted patient records 
roaintauied on VA computer systems to the metent pennitted by applicable Federal 
confidentiality and seemity law. AddWcmally, foe IHS will likewise provide VA employees 
access to Veteran MS records to the same extent permitted by applicable Federal confidentiBlity 
and securi^ law. 

F. Both parties to this MOU are Federal agencies and their employees arc covered by the 
Federal Tort Claims Act, 28 U,5.C I34d(b}, 267l-2bM, in the event of an allegation of 
negligence. It is agreed foat my and ail claims of negligence attributable to actions taken 
pursuant to fois MOU will be submitel to legal counrel for both panics for investigation and 
resolution. 

V. Terminatios: This MOU can be terminated by either party apon issuance of written notice 
to the other party not less foan 30 days before foe proposed termination dale. The 30 days notice 
may be waived by raataal written consent of tofo parties involved in the MOU. 

VI. Effective Feriod; The VA and foe IHS will review the MOti annually to determine 
whether terms and provisions are appropriate and cutrent. 
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Tribrt Health and Human Services 
Behavioral Health Program 
P.O. Box 427, 308 Mission Drive 
St. Ign^, MT 59865-0427 
(406) 745-«363 


MEMORANDUM 


TO: S. Kevin HosiHett, Department Head 

FROM: Kim M. Azure, Program Manager 
RE: Veterans Services 

DATE: Oct(^r29,2009 


Unfortunately, our data system doss not keep date r^arding veterart status and that may need to 
be a recommendation to IHS to modi^ their data gathering sn^ruments to include veteran status. 

Fist we must always remember that American Incfians have volunteered to serve their Country at a 
higher percentage in all of Americas' wars and conflicts than any other ethnic group on a per captta 
basis. They have earned and should receive the full recognition of teeir service to the Nation. The 
American Indian veteran is the most underserved veteran in the Nation. 

Without any electronic way to gather data about numbers of veterans requesSng services and 
being prowded services I am left to my recolleedon- Typically, Veterans do not rsguest services 
ftwn Behavioral Heallh. 

Research tells us that veterans are highly sensitive to the stigma associated accessing 
Behaviorte Health Services and my experience tell me that applies here. Most often our contact 
with veterans comes through the wi-call s^em and typieaBy the veteran and his/her family ha\te 
reached a crisis point and partners are separating or talking about separation and it may involve the 
veteran loosing contact writh minor children. Often there is suicidal Ideafton and the need to 
hospitalize the veteran. We have fteguently utilized the VA's psycNatric hospitals and inpatient 
behavioral health units. The VA has done an excellent job of making those units available and 
providing tran^ortation however the great distance they must travel is a barrio. 

The challenges facing Nati« American veterans today include access to healthcare, substance 
abuse, unemployment, homelessness, and mental healte issues, including post-traumatic sbess 
disorder (PTSD). Veterans may have different needs depending on ttie era in which they served 
and the social climate regardirtg service; WW II veterans may be hesitant to apply for benefits, 
feeling they were just doing their dirty. Korean Veterans may have health needs related to the coW 
weather that they endured during their service. Vietnam veterans may experience physical issues 
related to Agent Orange, and younger veterans may have symptoms of Gulf War syndrome. 
Veterans who served during peacetime also need to be aware of tie benefits for iMiich they are 
eligible and how to apply. 
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Veterans from all eras may experience soma level of post-fraumaflc stress, but not all cio. For those 
't&to do have post-traumatic stress, the severity can vary. One factor influencing the severity is the 
type of duties the veteran perform^ during his/her service. In some cases, institutionalized radsm 
may have influenced the extent to which certain groups are susc^tible to PTSD. Native American 
veterans, for example, commrmiy confronted stereotj^s held within rite military regarsfing natives. 
They were caRed names such as “chief," and were often treated as if they had instinctusti or 
mystical powers on the battlefield. This resulted in some Native American soldiers being assigned 
hazardous combat duties sudi as walking the “point," and being more exposed to hostile fire than 
others in ttie imit. In ttiese cases, the level of post-traumatic stress may be more severe and tie 
use of coping mechanisms, including alcohol and drug use, may be more common 

Upon returning home, Native American veterans may face chaifenges in accessing care. Often, 
veterans’ hospitals are located great distances from the rural, remote homes of many veterans. 
These logistical challenges make it more important for tribes, agencies, and communities to be 
creative in how ttiey approach working with native veterans. We must also be aware of the unique 
needs of native veterans, but also recognize the ways foat txjHurai practices can be applied in 
healing veterans. Language, culture, and ceremony are being rewved and acknowledged as 
integral fociors in the healing process. 

Given the tromptexity to trymg to design health care services for Veterans, it is hard to identify single 
steps tiiat may improve the access and quality birt Improving upon collaboration between the VA 
and Indian Health Servitre and Tribal organizations could facilitate improved services. I have 
especially been interested in trying to incorporate VA services sudi as telemedicine vwth our 
primary care clinics. I believe a Veteran may be more comfortable seeking behaworal health 
services in a primary care clinic. 
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Merooraodum of Understanding 
Betw een the 

VAA^etcrans Health Administration 
And 

HHS/Indian Health Swicc 


1. Poriiose: The puipose of diis Memoianduro of Understanding (MOU) is to encourage 
coqieration and tesowoe stwii^ between the Veterans Health Administration (VI (A) and tndian 
Hetdfc Service (KS). The goat of the MOU is to use the strengths and expertise of our 
organizations to deliver quality health care services and enhance the hiralth of American Indian 
and Alaska Native veter^. This MOU establishes joint goals ami objectives for ongoing 
oollaboiatitm between VHA and !HS in suRwrt their respective missions. 

n. Backgroaad; The mission of the Indian Health Service is to raise the physical, mental and 
spiritual health of American Indians and Alaska Natives to the highest level. The IHS goal is to 
assure that comprehensive, culturally acceptable personal and public health services are available 
and accessible to American Indian and Alaska Native people, 

TTie mission of the Department of Veterans Af&irs is to “care for him who shall have home the 
battle and his widow and orphan.” Those words were spoken by Abraham Lincoln during his 
SMond inaugural address and reflect die philosophy and principles that guide VA in everything it 
does. The Veterans Health Adrainistiation six strategic goals, arc; put quality first until we are 
first HI quality; provide easy access to medical knowledge, expertise and care; enhance, pre-serve, 
and restore patient flinciion; exceed pmimit’s expecrations; maximize resource use to benefit 
veterans; and build healthy communities. 

The WS and the VA enter into this MOU to ftttther toeir respective missions. It is our belief, 
that through appropriate coopmation and resource sharing both organizations can achieve greater 
success in reaching our organizational goals. 

in, AclioitS! 

A. This MOU sets fmth 5 muEusl goals: 

1. Improve benefleimy’s access to quality healthcare and services. 

2 . Improve communication among ^e VA, American Mian and Alaska Native veterans 
and Tribal govenunems with assistance fiotn the IBS. 

3. Encourage partooships and sharing agremenls among VHA headquarters and facilities, 
IHS headquarters and feoilities, and Tribal governments in support of American Indian 
and Alaska N^ve veterans. 

4. Bjsure that appropriate resources are available to support programs for American Indian 
and Alaska Native varans. 

5 . Improve health-promotion and disease-prevention sm’ykos to American Indians and 
Alaska Natives. 

Response to Post-Hearing Question Submitted by Hon. Daniel K. Akaka to 
S. Kevin Howlett, Director, Health and Human Services Department, Con- 
federated Salish and Kootenai Tribes of the Flathead Nation 

Question. Mr. Howlett, you testified that the VA can contract with the private sec- 
tor for services through contract health services (CHS) but not with tribally-oper- 
ated clinics. If the VA were able to contract with tribally-operated clinics, would 
that greatly increase accessibility for Native American veterans? 

Response. Absolutely, in many places across the country, the only care available 
is Indian Health Service or Tribal Health Services. 

Chairman Akaka. Thank you very much, Mr. Howlett. We will 
include the information in the record that you mentioned. 

Now, we will receive the statement of Mr. Joseph. 
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STATEMENT OF ANDREW JOSEPH, JR., CHAIRMAN, NORTH- 
WEST PORTLAND AREA INDIAN HEALTH BOARD, NATIONAL 
INDIAN HEALTH BOARD (NIHB), AND TRIBAL COUNCIL MEM- 
BER, CONFEDERATED TRIBES OF THE COLVILLE RESERVA- 
TION 

Mr. Joseph. Chairman Akaka and Ranking Member and distin- 
guished Members of the Committee, [untranslated] is my name in 
my language. I am Andy Joseph, Jr. I chair the Health and Human 
Services Committee for the Confederated Tribes of Colville. I am 
the Chair of the Portland Area Indian Health Board and Delegate 
to the National Indian Health Board. Thank you for inviting the 
National Indian Health Board to testify today. 

NIHB serves all federally-recognized Tribes by advocating for the 
improvement of health care to all American Indians and Alaskan 
Natives. Our organization believes that the Federal Government 
must uphold its trust responsibility in the delivery of quality 
health care to Indian people, especially our Native veterans. 

Native veterans are a special part of our Tribal communities. 
American Indians and Alaskan Natives have a long history of serv- 
ing the U.S. Armed Forces. Indians have volunteered to serve in 
the military at a higher percentage than any other ethnic group. 
Our Native veterans are also fellow Tribal members who are as- 
sured health care as part of the Federal Government’s trust re- 
sponsibility to Tribes. As veterans, the U.S. Government has made 
a commitment to provide health care in honor for their military 
service. Therefore, our Native veterans deserve quality health care. 

The IHS and VA have collaborated to promote greater coopera- 
tion for the improvement of health care for Native veterans. In 
some areas, this coordination in care is working out well. However, 
many Native veterans report a higher rate of unmet health care 
needs and continue to deal with high rates of illness associated 
with combat service. The lack of access and coordination of care 
has created some of these issues. 

There are Native veterans who may not consider the VA as an 
option for their health care. Tribal members live in remote, rural 
areas and must travel great distances to access any medical facil- 
ity, including VA. Another potential barrier is the perception that 
VA will not appreciate, understand, or accommodate the cultural 
needs of Native veterans. Some Native veterans have expressed the 
frustration when VA has not accepted a diagnosis from IHS. In 
these instances. Native veterans have to travel long distances to a 
VA hospital so the VA doctor can administer the same test and 
give the same diagnosis that the IHS provided. 

Other issues include lack of communication that exists between 
VA and IHS regarding treatment. Some Native veterans who ac- 
cess health care through both VA and IHS must manage their own 
care by maintaining medical records, sharing the medical diagnosis 
and care between VA and IHS. Without these agencies directly 
talking with one another, there may be increased risks, such as 
side effects from counteracting medications. 

We have provided some recommendations in our written testi- 
mony. I would like to raise a couple here. First, a key recommenda- 
tion to address the health needs of Native veterans is the need for 
additional funding to provide care to Native veterans. Many times. 
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IHS is the only facility in the area to provide care for Native vet- 
erans. Supplemental funding to IHS and Tribal facilities for serv- 
ices provided to Native veterans would help ensure all the care 
needed can be provided to Native veterans. 

Second, more information must be shared about the available 
services. One option is to expand the Tribal Veterans Service Offi- 
cers Program by establishing it as part of the VA with permanent 
paid positions. In many areas, these representatives help Native 
veterans navigate the VA system and serve as advocates for Native 
veterans. 

Another option is to bring VA health professionals specialized in 
behavior and mental health treatment to Tribal communities to 
treat Native veterans. Many of the IHS and Tribal facilities have 
behavior health departments, but deal with veterans returning 
home from combat requires specialized care and treatment. 

In closing, thank you for this opportunity to provide these com- 
ments and I am happy to answer any questions the Committee 
might have. 

I would like to thank each of you for serving our country, also. 
As a Tribal leader, I know you swore an oath to protect and care 
for all of our people, the same as Tribal leaders have, and your 
time is greatly appreciated. Thank you. 

[The prepared statement of Mr. Joseph follows:] 

Prepared Statement of Andrew Joseph, Jr., Chairman of the Northwest 

Portland Area Indian Health Board, National Indian Health Board 

(NIHB), AND Tribal Council Member, Confederated Tribes of the Colville 

Reservation 

Chairman Akaka, Ranking Member Burr and Distinguished Members of the Com- 
mittee, I am Andrew Joseph, Jr., testifying on the behalf of the National Indian 
Health Board (NIHB). Also, I serve as a Tribal Council Member of the Confederated 
Tribes of the Colville Reservation and as the Chairman of the Northwest Portland 
Area Indian Health Board. 

Thank you for inviting the NIHB to testify today regarding the cooperation and 
coordination between the Veteran Affairs and the Indian Health Service (IHS) in 
providing care to our American Indian/Alaska Natives (AI/AN) Veterans. Since 
1972, the NIHB serves all federally recognized Tribes by advocating for the improve- 
ment of health care delivery to AI/AN. It is the belief of the NIHB that the Federal 
Government must uphold its trust responsibility to AI/AN populations in the provi- 
sion and facilitation of quality health care to our people. The results that we all 
wish to achieve are the enhancement of the level and quality of health care and the 
adequacy of funding for health services that are operated by Tribal governments, 
the Indian Health Service and other Federal programs. As health care is the top 
priority of Tribes across the Nation, and delivery of health care is unique and indi- 
vidual to each Tribal nation and their tribal members in the United States, it is 
fitting that the NIHB provides testimony regarding the health care provided to our 
Native Veterans. Thank you for inviting us to do so. 

health care available for our ai/an veterans 

AI/AN who have served in the US Armed Forces are a special segment in our 
communities as they are both Tribal members and honored veterans. They are fel- 
low members, relatives and friends of the 564 federally recognized tribal commu- 
nities in United States. As well as, the long history of AI/AN serving in the United 
States Armed Forces should never be forgotten. ^ AI/AN have volunteered to serve 
the United States at a higher percentage in all of America’s wars and conflicts than 
any other ethnic group on a per capita basis. In addition, 25% of AI/AN population 
serve in military, which is higher than any other in the tj.S. Based on the associa- 


^See “American Indian and Alaska Native Veterans: Lasting Contributions” by Lindsay Holi- 
day, Gabriel Bell, Robert Klein and Michael Wells, US Department of Veterans Affairs, Office 
of Policy Assistant Secretary for Policy, Planning, and Preparedness, September 2006. 
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tion with both the AI/AN and Veteran communities, AI/AN Veterans are entitled to 
health care both as a right as a tribal member and as a benefit for their military 
service. 

Indian Health Service 

As a member of federally recognized Tribe, AI/AN Veterans are entitled to health 
care. The provision of health services to AI/AN is the direct result of treaties and 
executive orders that were made between the United States and Indian Tribes. This 
Federal trust responsibility forms the basis of providing health care to AI/AN people 
and reaffirmed by judicial decisions, executive orders, and congressional law. 

The Indian Health Service (IHS) is responsible for health care to all enrolled 
members of the 564 federally recognized Indian tribes, bands, and Alaska Native 
villages in the US. The current Indian health care delivery system provides cul- 
turally competent health care to AI/AN, who reside in the most remote, isolated and 
poorest parts of this Country. There is no consistent health benefits package across 
Indian country. This health care delivery system consists of various health care fa- 
cilities across the country, including 45 hospitals, 635 ambulatory facilities (288 
health centers, 15 school-based health centers, 132 health stations, 34 urban Indian 
health program, and 166 Alaska Native village chnics).^ These health care facilities 
can be grouped into three categories: those operated directly by IHS, those operated 
by the tribes via contract or compact with IHS, and those providing services to 
urban AI/AN (individuals not residing on or near an Indian reservation). 

What is consistent, however, is that there is an overwhelming lack of funding to 
support even the basic health care demands in all three delivery models. Along with 
ambulatory primary care services. Tribal, IHS or Contract Care facilities may offer 
inpatient care, sporadic medical specialties, traditional healing practices, dental 
care, child and emergency dental care, mental health care, limited eye care, and 
substance abuse assessment or treatment pro^ams. Many tribes are also served by 
community health (e.g., childhood immunizations, home visits) and environmental 
health (e.g., sanitation, injury prevention) programs, which may be administered by 
the IHS or the Tribes. Specialty services and types of medical care that are not 
available at a given facility are often purchased from providers in the private sector 
through contract health service (CHS) program. Due to lack of adequate funding, 
the IHS and Tribes apply stringent eligibility criteria to determine which patients 
qualify for CHS funding. The severely limited pool of CHS dollars also means that 
most CHS programs limit reimbursement to those diagnostic or therapeutic services 
that are needed to prevent the immediate death or serious impairment of the health 
of the patient. Long lists of denied or deferred CHS care are commonplace at all 
IHS and Tribal facilities. 

Veteran Health Administration 

AI/AN veterans may be eligible for health care from the Department of Veterans 
Health Administration (VHA). The eligibility of Veterans to access health care 
through the VHA depends on factors such as service-connected illness, income, the 
character of discharge from active military service, and the length of active military 
service.® VHA provides comprehensive, free or low cost health care to eligible vet- 
erans through facilities located throughout the entire country. 

Memorandum of Understanding between HHS and the Veterans’ Health 
Administration 

Since 2003, the IHS and the VHA have collaborated via a memorandum of under- 
standing (MOU) between the two Federal agencies to promote greater cooperation 
and resource sharing to improve the health of AI/AN veterans. The MOU encour- 
ages VA and IHS programs to collaborate in numerous ways to improve beneficiary’s 
access to healthcare services, improve communications between IHS and VHA and 
to create opportunities to develop strategies for sharing information, services, and 
information technology. 

The MOU has served as an impetus for improving the coordination of care be- 
tween IHS and VHA. In some areas, this coordination between IHS and VHA has 
improved but while in other areas, such coordination necessitates improvement. A 
recent study examined the AI/AN veteran’s utilization of the IHS and VHA health 
services. Based the study’s survey, 25% of AI/AN Veterans receive care through both 
IHS and VHA, while over 25% of AI/AN Veterans accessed care through VHA only 


2 Indian Health Service Year 2009 Profile. Available at http://info.ihs.gov/Profile09.asp. As- 
sessed October 31, 2009. 

®VA Health Care Eligibility & Enrollment. Available at http://www4.va.gov/healtheligibility. 
Last accessed on October 31, 2009. 
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and nearly 50% of AI/AN Veterans accessed care through IHS onlyA Of the dual 
use AI/AN Veterans, these individuals were more likely to receive primary care from 
IHS and to receive diagnostic and behavioral healthcare from VHA. Although such 
AI/AN Veterans are eligible to receive health care from the VHA and IHS, AI/AN 
Veterans report a high rate of unmet health care needs and exhibit high rates of 
disease risk factors for Post Traumatic Stress Disorder (PTSD).® 

Some of the issues that lead to the unmet health care needs of AI/AN veterans: 

Access of Care: Tribal members are located in isolated areas and must travel great 
distances to attend any medical facility — IHS or VA. AI/AN veterans who live in 
rural, remote areas pay for the cost of such travel more than cost of gas but also 
time away from their home and families. Yet the decision to travel to the nearest 
facility may also take into consideration what type of care the patient would receive 
at that facility. 

Type of Care: Although the VHA offers more specialized behavioral and mental 
health care, APAN veterans cnay not consider the VHA as an option. First, the cri- 
teria for establishing eligibility for VHA services are much more stringent than IHS, 
which acts as a disincentive for Indians to access VHA services. Whereas, an 
AI/AN Veteran, if located on his/her home tribal community, may assessed IHS with 
less paperwork. Another potential barrier is the perception that the VHA will not 
appreciate, understand or accommodate the cultural needs of APAN veterans. For 
example, when working with the behavioral health PTSD issue, traditional treat- 
ment should be considered as an option for tribal veterans. At some sites currently, 
if a tribal veteran comes to the facility and requests a traditional healer, the Tribal 
Veterans Representatives may provide a list of traditional healers and call a tradi- 
tional healer for the veteran. However, this arrangement is not present at VA 
facilities. 

Coordination of Care: For the APAN Veterans who accessed care at VHA and 
IHS, many tribal veterans have expressed that the frustration of VHA not accepting 
diagnosis from IHS. To resolve this issue, the Native Veteran may travel for hours 
to a VA hospital so that the VHA doctor could administer the initial tests and pro- 
vide the same diagnosis that IHS provided. In addition to the lack of communication 
of appropriate coordination of care regarding diagnosis, there is also minimal com- 
munication between VHA and IHS regarding treatment and prescriptions. Those 
who assessed the care through VHA and IHS increase the risk of receiving medica- 
tions which create the risk of conflicting medicine. 

RECOMMENDATIONS 

Funding: The first and obvious answer to addressing the health needs of APAN 
veterans is the need for additional funding providing care to APAN veterans. Many 
times, IHS is the only facility in the area to provide care to Indian Veterans. Sup- 
plemental funding to IHS/Tribal facilities for services provided to APAN veterans 
would help ensure all the care needed can be provided to APAN veterans. 

Coordination of Care: Shared information about the services provided and needed 
by APAN veterans would help facilitate improved care. One option is to expand the 
Tribal Veteran Service Officers program in VA and expand these roles into paid VA 
positions. Another option is to bring the specialized the mental professional to the 
APAN veterans. Many of the IHS facilities have behavioral health departments but 
dealing with Veterans returning home form combat zones requires a specialized type 
of treatment. If IHS could work with the VA on collaborating efforts to address the 
Gulf War syndrome, such efforts would benefit a majority of majority of current Vet- 
erans. For example, the VHA and IHS could share mental health providers and pub- 
lic health nurses who would work out of the tribal facility while treating the APAN 
veterans. By sharing or rotating VHA employees — the health professional would 
have the knowledge and expertise that the VA could provide in addressing these 
issues, but IHS and Tribes could house the provider in the community. Likewise, 
IHS facilities may want to consider incorporate more specialization of PTSD for cur- 
rent veterans coming home. 

In closing, it is exciting to be a part of the FederaPtribal partnership and all of 
us working together can improve the care offered to our veterans better. Thank you 
for this opportunity and I will be happy to respond to any question. 

Chairman Akaka. Thank you very much, Mr. Joseph. 


^Veterans Health Administration and Indian Health Service — Healthcare Utilization by In- 
dian Health Service Enrollees, by B. Josea Kramer, Mingming Wang, Stella Jouldjian, Martin 
Lee, Bruce Finke, and Debra Saliba. Medical Care, Vol 47, Number 6, June 2009Id. 

5 Id. 
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Let me ask one question and I will turn the gavel over. Mr. Park, 
our discussion today regarding VA and IHS cooperation revolves 
largely around an MOU, Memorandum of Understanding, signed 
by the two parties. My question is, is there any similar agreement 
between VA and the Native Hawaiian Health Care Systems? 

Mr. Park. Mr. Chairman, at this time, there is no Memorandum 
of Understanding between the Native Hawaiian Health Systems 
and the VA in Hawaii. 

Chairman Akaka. Would you see any benefit in that kind of 
sharing? 

Mr. Park. We had a meeting with your VBA Director and we are 
still working on that, sir. 

Chairman Akaka. I will be following up with you in writing, Mr. 
Park, and I have other questions. 

But at this point, I am going to turn the gavel over to Senator 
Tester, who called for this hearing, and he will be leading this 
hearing. Senator Tester, the gavel is yours. 

Senator Tester [presiding]. Thank you, Mr. Chairman. 

I will see if the Ranking Member has any questions. Senator 
Burr? 

Senator Burr. I thank the Chair. 

Mr. Park, if I understand you correctly, there are three VA out- 
patient clinics in Hawaii, and 14 community health centers and 
five Native Hawaiian Health Care Systems. Is that pretty accu- 
rate? 

Mr. Park. There are four CBOCs. 

Senator Burr. OK, four CBOCs. Your recommendation is that 
VA should do more contracting with non-VA providers. Let me ask 
you, to what degree is there contracting right now going on? 

Mr. Park. At this point, I don’t see any partnering with the com- 
munity health centers or Native Hawaiian Health Systems. 

Senator Burr. Share with us, if you can, what dialog you have 
had with VA about expanding either the use of those facilities or 
the increased use of contracting. 

Mr. Park. We haven’t talked with them about that, sir. 

Senator Burr. Are veterans in Hawaii asking you if they can just 
simply receive care under a contract? 

Mr. Park. The veterans are trying to seek — we are seven islands, 
and we are like Alaska in that in order to get to the VA you have 
either got to fly or you have got to take a boat. The veterans are 
looking for services that they can access on the seven islands as 
best they can. And I think the community health service — there are 
14 on all the islands — to access the community health service is 
one of the best ways to go. We have only five Native Hawaiian 
Health Systems in the State, and to access the CHS is the best way 
to go. 

So, with only four CBOCs in Hawaii — and some of the problems 
are if the veteran needs to go to Maui, to the CBOC Maui, they 
need to fly to Honolulu first and catch a plane to go to Maui. And 
there’s a clinic in Honolulu, so if they’re going to fly to Honolulu, 
why don’t they just go to the clinic in Honolulu? So, I think the 
problem we’re looking at is there are not enough services for vet- 
erans on the neighbor islands. 
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Senator Burr. Clearly, I understand the challenge that you have 
and that Senator Begich has in Alaska. My understanding of the 
Memorandum of Understanding is that for some Tribes it is work- 
ing pretty good; for others, it is nonexistent. 

Mr. Park. Like in Hawaii, it is nonexistent. 

Senator Burr. I guess I would ask you, or any of the three of 
you, what do you think needs to be done to look at those meaning- 
ful partnerships that are working and emulate those elsewhere? 
What would it take, Mr. Hewlett? 

Mr. Howlett. Mr. Chairman, Senator Burr, I think, first, it 
takes a real commitment from the agency, not a piece of paper that 
says how great we are. I really feel that solutions can be found, as 
I said in my testimony. But I think that there needs to be estab- 
lished a framework for finding that solution, and that framework 
really needs to be an honest and candid discussion of legislative 
barriers, of policy barriers, of distance barriers, of weather barriers, 
and all these discussions are things that are going to have a reflec- 
tion on the capacity to provide care. 

If you don’t factor those in or you don’t discuss those, there is 
a tendency to pretend they don’t exist, and then when you run up 
against them, you can’t deliver. I just feel like if the agencies would 
say this is a priority and they would set about a task force to really 
examine these things — and fund that task force — then I think you 
could come forward with the legislative issues that are problems or 
the policy issues that are problems. 

I think this notion of one-size-fits-all really is misguided when it 
comes to trying to provide health services in Indian Country be- 
cause of location, because of remoteness, because of transportation, 
and because of weather. I mean, all of these things are really im- 
portant factors. So to me, let us establish a framework for trying 
to find out what the issues are. 

Senator Burr. Would I be correct if I made the statement, it 
would be a step in the right direction if VA was just proactive? 

Mr. Howlett. That would be — yes, yes, for sure. I agree. 

Senator Burr. Thank you. 

One last statement, Mr. Chairman, if I may. For all the chal- 
lenges we have got between VA and Indian Health, Senator Coburn 
and I met with representatives from Indian Country recently and 
pledged our commitment that if Indian Country would work with 
us — we understand it needs more money, but we didn’t feel that it 
was just money alone. We need to make Indian Health structurally 
work to provide the level of care that is expected everywhere else. 
I say this to our representatives today. That offer is still on the 
table. We look forward to working with any and all to fix the In- 
dian Health Service and to fund it at a level that would provide 
that level of care, that quality of care for all in Indian Country. 

I thank you. 

Senator Tester. Thank you. Senator Burr. 

Yes, Mr. Joseph? 

Mr. Joseph. I guess I would like to answer that question, also. 
In this building, in the White House, or anyplace where law is 
written, it is just like our treaties. They are Orders that the gov- 
ernment is supposed to abide by. I take that very seriously. I be- 
lieve the VA should take this work that you do here very serious. 
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You have the ability to make the law the way that you write it. 
Once you are given orders in the military, you have to abide by 
those orders — and somebody needs to give the VA orders. But I 
think that you have the power here to make things happen. Thank 
you. 

Senator Tester. Thank you. 

Chairman Akaka has conferred to me that he is pleased with the 
progress — this is for you, Mr. Park — is pleased with the progress 
of the Hawaiian Uncles and Aunties project, having used a kinship 
model to assist transitioning and distressed veterans. The question 
to you is this. Do you believe that something like the Uncles and 
Aunties model would work outside Hawaii, perhaps as a model for 
Indian and Alaska Native communities? And if you do believe it 
would work, how would it work? 

Mr. Park. Senator, I do believe that it is important to extend the 
Uncles and Aunties program across the Nation. I have on Maui 
three Uncles — actually four Uncles, one in a remote area called 
Hana; I have eight on Oahu; one on the Island of Lanai; one on 
the Island of Hawaii; and one on Molokai. I also have five Uncles 
from Alaska and one from Guam. So, we are expanding. And a lot 
of the Uncles, they are married. Their wives are the Aunties. So, 
we have expanded the Uncles and Aunties program within the 
State of Hawaii as well as on the Mainland. 

It will work because of the trust issue. The veterans, they don’t 
trust government, and I will give you an example. I have just been 
to Hana to talk with the Vietnam veterans there and I tell them, 
this is an insurance policy. You paid the premiums, it is time for 
you to collect. The only way you are going to do it is you need to 
put in your application, VHA and VBA applications. 

The Vietnam veterans are saying, when we came back, they 
hated us. They spat on us. They called us baby killers. Why would 
I want to go through that again? I can understand what they are 
saying, but I can also understand the hurt. So, I really try to get 
them to put in their application. 

What I tell the veterans is if you don’t put in your application, 
they are not going to see you, so you need to do that. And as far 
as the Aunties and Uncles program, I think it will work anywhere 
because of the trust issue. 

Senator Tester. Thank you. 

Kevin, if a veteran comes to one of the facilities you oversee, 
whether he or she is eligible for care from the VA — say that he or 
she is — do you know where to direct them? If they are eligible for 
VA care, they come to one of your facilities, has anybody contacted 
you? Do you know where to send them? 

Mr. Howlett. Mr. Chairman, I wouldn’t want to send them any- 
where. I would want to treat them. 

Senator Tester. Right. 

Mr. Howlett. If we have the capacity to meet their needs, I 
would want to treat them. But, you know, in Montana, we have 
two options. Fort Harrison or Spokane, depending on where you 
live in the State. So, the answer to your question is, if they are a 
veteran, we have personal relationships, although we don’t have 
formal agreements, with both VA centers. I have visited with them 
both personally. They welcome the veterans. They do the best they 
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can. But there is no formal process in place. I would think that we 
could treat within our capacity their needs if they came to our par- 
ticular clinic. 

Senator Tester. You said in your testimony that the Indian 
Health Service has primary responsibility for health care, and I 
don’t want to put words in your mouth, for Native Americans that 
come in. Let me just put it this way, what determines — if you have 
a veteran that comes through the door and you know your budget 
is strapped, which for the most part you are dealing with difficult 
budgets, what do you do? I mean, whose responsibility is it then 
if you know 

Mr. Howlett. Well, they don’t get turned away. I mean, we will 
provide what care we can. And again, if it is something that re- 
quires a level of care beyond our capacity which would trigger CHS 
expenditures, then the Indian Health Service in all likelihood, un- 
less it is life-threatening, isn’t going to pay for it. That veteran 
then — we would do everything that we could to get them connected 
to a VA center. But that is where it is at this point. 

Senator Tester. OK. You said in your testimony that you felt 
they may be able to set up internal and external working groups. 
I think your answer to Senator Burr’s question was spot-on when 
you talked about the different kind of factors that impact the abil- 
ity to provide the health care. 

In your vision for the working groups to try to, as the President 
would say, quit working in silos and start working across agency 
lines, how would you do it, by region, or would you have one work- 
ing group for the entire country, or how do you envision that work- 
ing out? 

Mr. Howlett. Somehow, I anticipated that question. I think, ini- 
tially, you would look at a national group that would be comprised 
of a cross-section of people. And then I think you would, of neces- 
sity, need to dissect that a little further to deal with issues like 
Alaska and distance and weather and other things. I think, ini- 
tially, you would take this work group — and it would take a lot of 
time and a lot of energy, believe me — to really sit down and ana- 
lyze the issues affecting health care for Native American veterans. 
You are going to have a lot of crosswalk between health care in 
general, Wt it just — it is just confusing to a health administrator 
now. You know that a veteran is eligible, but you don’t know what 
an agency is going to sponsor in terms of getting them to another 
place. 

You were very instrumental in just getting mileage reimburse- 
ment increased for veterans. That was a big deal. That was a big 
deal. I mean, some of these people are having a really difficult 
time, as we well know. 

So, I would look at a national group first comprised of Tribal peo- 
ple, Tribal health people. You need obviously some Indian Health 
people with a willingness and a vision to solve the problem. You 
need some VA people with that same kind of capacity. 

Senator Tester. OK. Could you just very briefly tell me, the 
MOU between VA and Indian Health Service has been referred to 
several times. There is really no lead agency, just work together 
and try to find ways you can make things better. Have you seen — 
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that MOU, I think, went into effect about 6 years ago. Have you 
seen any difference? 

Mr. Howlett. Let me say, Senator, that there are many very 
dedicated and hard-working people in the Indian Health Service. 
But the agency itself, to the best of my knowledge and as much as 
I have participated with them, has not forwarded the recommenda- 
tions or the body of that agreement. 

Senator Tester. Thanks. Before I turn it over to Senator Murray 
for questioning, I want to welcome Senator Murkowski. She serves 
on the Indian Affairs Committee. We will get to your comments as 
soon as we get through the first line of questions. 

Senator Murray? 

Senator Murray. Mr. Chairman, thank you very much, and let 
me just follow up on the Chairman’s last line of questioning on the 
MOU that was signed 6 years ago between the IHS and VA. I 
think it is fair to say that a lot of the goals haven’t been realized. 
Now, as the VA works over the next year, I would like to ask each 
one of you what the top three priority items you think the VA 
ought to be working on to improve Tribal health care, and Mr. 
Park, I will start with you. 

Mr. Park. At this time in Hawaii, we don’t have an MOU with 
the VA 

Senator Murray. So it doesn’t apply to 

Mr. Park. Yes. We have nothing with them. So, I think we need 
to partner with them and see where we can go with this. 

Senator Murray. All right. Mr. Howlett? 

Mr. Howlett. Senator, I would reflect back on my testimony. 
First of all, a commitment to the structure, to the organization, to 
the things that are already a part of the MOU and how they would 
go about organizing that as an agency. I think that would be first. 

The second item in terms of a priority for Native American vet- 
erans would be the whole issue of access and making sure that 
they do appropriate outreach to the Native communities in their re- 
gion, and I think that could come about in a number of different 
ways. 

And probably the third item — and I am grasping here for pri- 
ority — I believe it would be the prevention and wellness kinds of 
activities that I think they could put some resources behind 
through some sort of a structured document with Tribes to get 
some of these veterans, not just Iraq and Afghanistan veterans, Wt 
some of these veterans that are older veterans, involved in more 
preventative kinds of care. 

Senator Murray. OK, excellent. 

Mr. Joseph? 

Mr. Joseph. I think it would be really great and maybe it would 
help the VA if there was an office and a position in the VA that 
is in there for Native Americans — Native American Indian Affairs 
Office, and I would welcome the Native Hawaiians be part of that, 
also. I think that the Native Alaskans and all of us share the same 
situations. So, if we had an office in the Veterans Affairs, maybe 
then they could see how everything is working and make sure that 
we have this MOU actually working the way it was intended to. 

Second, I would say that the VA could learn from IHS. IHS 
scored the highest out of any HHS Department on their report 
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card. With the limited funding that we have in IHS, I believe that 
the VA could learn from how IHS is run. So I think that would be 
my second thing. 

You know, if they could help with their big budget, help fund 
IHS to help serve our veterans, I think that would be another way. 
I always wanted to see the Government utilizing Public Health 
nurses and mental health providers to come and get stationed right 
at our clinics so that they can go throughout our reservation and 
serve any of our veterans, whether they are Native or not. 

Believe me, my reservation covers two counties and the sur- 
rounding areas. I can relate to the Senator from Alaska in his 
ruralness. Some of the people on our reservation have to wait, and 
hopefully there is a ferry that is operating to get to services. They 
have to travel over 2 hours just to go to the VA, and that is if they 
can afford it to begin with. With the economy the way it is, some 
of our veterans can’t afford to even get to a VA hospital. We don’t 
have any hospitals — IHS hospitals — in our area like Alaska or 
some of the other rural areas. If there was funding to help work 
in IHS, it would be a real benefit. Thank you. 

Senator Murray. OK. I appreciate that. 

And just really quickly, Mr. Chairman, I did want to ask about 
cultural sensitivity. It comes up time and time again to me as I am 
traveling around my State and talking to Tribal veterans. Each of 
our 564 federally-recognized Tribes have some unique cultural tra- 
ditions. In my home State, we have made some progress with 
sweat lodges, but I just wanted to ask quickly if there is anything 
else that we could be doing to really be more culturally sensitive. 

Mr. Joseph. Well, in our State, I know I have personally gone 
to the VA and had a sweat there. It is a place where we — I guess 
it is kind of like our own type of psychology. We can get to our 
young veterans that are having a hard time in a way that we were 
brought up and taught to respect and honor different things in life. 
It is like — I guess it is more like best practices, where we have a 
better success rate than, say, sending somebody to a talking circle 
that just makes them angrier 

Senator Murray. So, just being more aware of those issues that 
impact different Tribes differently? 

Mr. Joseph. Yes. It saves lives. A lot of these people were suici- 
dal and they are living today. Thank you. 

Senator Murray. OK. And my time is out, so I will pass to the 
next. Thank you very much to all of you. 

Senator Tester. Thank you. Senator Murray. 

Senator Begich? 

Senator Begich. Thank you very much, and thank you again for 
your testimony. 

I want to follow up, if I can, on a couple of things. Mr. Howlett, 
your idea in your commentary to Senator Tester regarding kind 
of — and I think it was your words — internal-external working 
group, or a process that could help down the road in setting up a 
better relationship in a sense. You talked about kind of a national 
model and breaking it down by regions. Do you see that in the 
process of setting that up, because I read the MOU and it is a few 
pages. It has great one-liners; they sound great. If we could achieve 
all that, the world would be fantastic. But there are no goals; there 
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are no measurable timelines. There is nothing that you can come 
back and say, how did you do it, when did you do it, who did you 
serve, and how many did you serve? 

I am assuming — it is kind of a leading question. Is that your 
view of kind of how you set up this external-internal work group, 
but also set some real measurable efforts here, because what I have 
learned over at least my 10 months here is we do a lot of this 
paper, but accountability is sometimes lacking. Let me — I am try- 
ing to be very polite here. So, give me your thoughts on if you could 
go one more step, how you would see that. 

Mr. Howlett. Well, I guess maybe a definition of where we are, 
in its truest sense is abstract at this point. But good things happen 
with ideas. So, I think you can take that and you can move it to 
the next level and say, given that, what are some realistic goals 
that could be established? But that would be part of this work 
group’s goals 

Senator Begich. So that is how you see it? 

Mr. Howlett. Right. It currently doesn’t define anything; so, 
yes, I really believe that you could define that, and I think that you 
have got to be honest. It took a long time to get to where we are 
and it is going to take some time to get these issues resolved. But 
I think that is a good start. 

Senator Begich. As you develop that, do you think there is a role 
for that working group? Let us assume they set a plan, an action 
plan. Do you see a role for that working group after the fact, in 
other words, kind of a reviewer and ensurer. Or do you see that 
more of a Congressional role like this Committee, for example, to 
ensure 

Mr. Howlett. I think. Senator, that their role would really be 
dependent upon the issues that arise from that, whether there are 
legislative barriers or there are policy barriers or whatever, be- 
cause I think that, obviously, if it is legislative, there needs to be 
some input here. But, I would give it enough life to, in your best 
estimate, complete the job. But I don’t think there is a necessity 
for a committee in perpetuity. 

Senator Begich. Good. OK. Thank you. 

One other comment you made, and I want to explore this just for 
a couple of seconds here, and that is the reimbursement issue for 
Medicaid-Medicare. VA does it. From your perspective, you are un- 
able to 

Mr. Howlett. We do not have the ability to collect for services 
on a fee-for-service basis for services provided in our Tribal clinics 
to veterans through the VA. We can through Medicare and Med- 
icaid and private insurance now. 

Senator Begich. Right, but not the VA? 

Mr. Howlett. Right. 

Senator Begich. When I campaigned, I talked about an idea — 
because all three of you have mentioned kind of the uniqueness of 
Alaska and it is very remote, and we have a very good Indian 
Health Service delivery, but through nonprofit organizations, travel 
consortiums, in some cases, very — I just talked on the Senate floor 
about our South Central Foundation and the success they have had 
in integrating traditional as well as cultural and other medicine 
techniques. 
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And I have always had this idea, it seems so simple with espe- 
cially dual eligible veterans that you just issue them a card that 
they, for example — the example you gave of flying from one island, 
you are going through Honolulu, and it seems so logical just to go 
in and get the service rather than extend the time. You take the 
card in. You get the service. The patient doesn’t sit there and try 
to figure out who pays, but the system manages that for them, in 
other words, makes it seamless for the patient. Is that too sim- 
plistic? One thing I have also learned around here is simple ideas 
are not the ones that usually get implemented, but let me throw 
that out to any one of you. Maybe, Mr. Park, from your example — 
that was a great example. 

Mr. Park. I think it is too simple. 

[Laughter.] 

Senator Begich. I thought so. 

Mr. Park. I think one of the problems is when the VA puts it 
onto a vendor and the VA doesn’t pay the vendor, then the vendor 
bills the veteran and now the veteran gets all amped out and what 
have we got? 

Senator Begich. What have we got, yes. It puts some additional 
pressure, then, on the veteran. 

Mr. Park. Yes. 

Senator Begich. Mr. Howlett? Then my time is up. 

Mr. Howlett. I, too, think it makes too much sense. No, there 
are significant issues with Federal agencies paying their bills. In 
Indian Health Service, there are thousands of people whose per- 
sonal lives have been ruined, their credit has been ruined because 
IHS hasn’t paid their bills on time. I mean, these people have been 
turned over to collection and that is just — that is the way it is. I 
don’t know about the VA. We have not worked with them. But that 
needs to be worked on. 

Senator Begich. Very good. Thank you very much. My time has 
expired. Thank you all. 

Senator Tester. Thank you. Senator Begich. 

Senator Murkowski, did you have a statement? 

STATEMENT OF HON. LISA MURKOWSKI, 

U.S. SENATOR FROM ALASKA 

Senator Murkowski. I do, Mr. Chairman, and I appreciate the 
indulgence of the Committee giving me the opportunity to be here 
and listen to the witnesses and to just take no more than 5 min- 
utes this morning to put on the record a statement about some of 
the Alaska issues. I appreciate the leadership of my colleague. Sen- 
ator Begich, on this Committee as we try to find solutions. 

It is interesting to hear the responses to Senator Begich’s com- 
ment about it being just too simple, just too much common sense. 
Well, I think the obligation that we owe to our veterans is to pro- 
vide for that level of care that was promised then; and unfortu- 
nately, I think we find more and more that with the systems that 
we have in place we have effectively disenfranchised our veterans 
from their earned benefits. I am hopeful that with the leadership 
that we have here in this Committee with what we are attempting 
to do on the Indian Affairs Committee, that we ought to be able 
to provide for this more seamless transition within the systems. 
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I do appreciate, Chairman Akaka and Senator Burr, your leader- 
ship in calling attention to the plight of our Native veterans. I 
often refer to them as our forgotten veterans. What a tragedy that 
is, because we recognize that from the very beginning Native peo- 
ples throughout this country have served in the Armed Services 
and the Armed Forces in greater numbers than any other group. 

So, I hope that this hearing and what you are doing here is the 
first step in a very comprehensive examination of how well the VA 
is serving our first Americans. I encourage your Committee to work 
collaboratively with us on the Indian Affairs Committee as we also 
follow these issues. 

While I was the Vice Chairman of the Indian Affairs Committee, 
I conducted a field hearing on the difficulties that our Alaska Na- 
tive veterans were encountering in accessing their veteran health 
benefits, and the focus at that time was on the Alaska National 
Guard’s Third Battalion. They come from about 81 different com- 
munities scattered around the State of Alaska, and a sizable num- 
ber of these Guardsmen lived in the very small bush villages. They 
live in communities that are not connected by roads, by any con- 
nectors that we would imagine here. 

To reach the nearest VA facility in Anchorage, they would first 
have to take a single-engine or perhaps a twin-engine bush plane 
to a hub, like Bethel or Dillingham or Nome, and then they catch 
the jet into Anchorage. The total cost of the trip could exceed well 
over $1,000, way out of reach for our Native people who many of 
them live off subsistence resources of the lands and the rivers. 

But back in October 2006, the Third Battalion deployed to Ku- 
wait and they were going off to Southern Iraq after that. They re- 
turned in October 2007, but the very notion of taking our subsist- 
ence hunters and fishermen and sending them off to the Middle 
East, I think was more than a little bit distressing to some. They 
wondered out loud whether or not the VA was going to be able to 
deal with them, to treat them with issues like PTSD and other 
service-connected injuries. How are they going to do this, are they 
going to treat them in remote Alaskan communities? I certainly 
wondered the same. 

And long before that deployment date, I called the VA in and I 
asked them. I said, let us work with the Alaska Native Tribal 
Health Consortium. Let us develop this unified plan for caring for 
our Native veterans when they return. We had an opportunity to 
discuss it with the Secretary of Veterans Affairs, Secretary Nichol- 
son. We continued to bring the VA together with ANTHC during 
that year, and in spite of all these discussions, in spite of the 
Memorandum of Understanding between the VA and the Indian 
Health Service, there was very little progress that was made in for- 
mulating that unified plan during the year. 

We knew that they were going to be gone for a year. We had a 
whole year to put it together. But the VA took the position that it 
is the payer of last resort and it disclaimed the obligation, and to 
a large extent, the authority to reimburse our Alaska Native 
Health System, which is a Tribal-run, not a government-run, sys- 
tem for care that was provided to our Native veterans. 

So, you drill below the surface here and what I learned was that 
there is just a very wide distrust — and I think, Mr. Park, you men- 
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tioned that as I was coming in — a very wide distrust between the 
VA and the Native Health S^ystem. The VA expresses their concern 
that it would neither be able to control access to care nor the cost 
of the care delivered in the Native Health facility. The VA was con- 
cerned that the Native Health System was really asking the VA to 
subsidize Congress’s inadequate funding of IHS. And for their part, 
the Native Health System argued that, hey, we are only funded at 
50 percent of the level of need. They can’t afford to subsidize the 
better-funded VA. So, you have got this impasse going on here. 

But it became very, very clear that the situation we face is the 
needs of 6,000 of our Native veterans mired in the bureaucracies, 
which is absolutely inappropriate. But under the auspices of the 
Senate Committee on Indian Affairs, we conducted a field hearing 
back then in November 2007. I think 2 years after the fact now, 
we are seeing a slight improvement in services to our Native vet- 
erans. Senator Begich mentioned some of the great successes that 
we have with South Central. We are blessed with one of the Na- 
tion’s best telemedicine systems. The VA does make extensive use 
of this system to deliver care to our veterans using the VA per- 
sonnel. They have also hired a few Native Veteran Benefits Rep- 
resentatives who are posted at the Tribal Health facilities, and that 
is a good idea. 

But, they also attempted to train Tribal employees to serve as 
Tribal Veterans Benefits Representatives without any compensa- 
tion. I was told that a handful of Alaska’s 229 Tribes showed up 
for the training, but the problem was that the VA declined to cover 
the travel expenses of the people who were there attempting to 
train. The Tribes don’t have the money to cover those expenses. 
And the VA initially argues that, well, we don’t have the authority 
to cover those expenses. 

So, I asked whether they had considered the invitational travel 
authorities in the Federal Travel Regulation. They said they had 
never heard of the authorities. And then following consultation 
with their counsel, they came back and they admitted that they do 
have the authority to cover the travel expenses. But the VA has yet 
to implement a viable Tribal Benefits Representative program in 
the State of Alaska. It is just not happening. 

The VA has recently implemented a Rural Alaska pilot, which al- 
lows Community Health Centers and Tribal Health facilities to bill 
the VA for a closely-controlled number of primary care visits. But 
at the outset of this pilot, they didn’t include behavioral health vis- 
its, which seems incredible. So, we called this omission to the VA’s 
attention and they changed the pilot. The protocol for this pilot re- 
quires that the veterans sign up for it, and unfortunately, what we 
are hearing is the word is not sufficient to get out to them and we 
have very few veterans that have signed up. So, I don’t know 
whether there is a better way to implement the pilot. Time will tell 
on that. 

In spite of what limited progress that is out there, I regret to say 
that we are far from building this seamless relationship between 
the VA and the IHS in Alaska that I have long been working for 
and Senator Begich has, as well. And the gaps aren’t just affecting 
our Alaska Native veterans of Iraq and Afghanistan, it goes back 
to our Vietnam-era veterans that are living in rural Alaska. 
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Again, I appreciate the emphasis that this Committee is placing 
on this. Collaboratively, we ought to he making better progress, be- 
cause we are certainly not keeping our commitment to veterans. 
Right now, you can have the benefits that you have earned as a 
veteran if you happen to live in the right spot, and that was simply 
not the promise that we made. 

Thank you, Mr. Chairman, for allowing me the opportunity to 
make some comments this morning and to work with you on this 
issue. 

Senator Tester. Thank you. Senator Murkowski. I want to 
thank the panel for their insight and their service. Now we will call 
up the second panel. Thank you, folks, for being here. 

We will call up the second panel, and while the second panel is 
coming up, I will introduce them. It is Mr. James Floyd, Network 
Director for the VA Heartland Network, VISN 15, for the Veterans 
Health Administration. He will testify on VHA’s IHS for Native 
American veterans. He will be accompanied by Mr. Buck Richard- 
son, Minority Veterans Program Coordinator for the Rocky Moun- 
tain Health Network and the Montana Health Care System, as 
well as Dr. James Shore, psychiatrist and Native Domain Lead, VA 
Salt Lake City Health Care System. 

We also have the pleasure on the Indian Health Service side of 
hearing from Mr. Randy Grinnell, Deputy Director of the Indian 
Health Service. He is accompanied by Dr. Theresa Cullen, IHS Di- 
rector of Information Technology. 

I want to thank you all for being here. Your full written testi- 
mony will appear in the record. I have been informed that we have 
a vote at about 12:15. I personally would like to get this hearing 
wrapped up by then, so I would ask you to be concise in your testi- 
mony. I know that the Ranking Member, Senator Burr, and Sen- 
ator Begich have a bevy of questions, as well as myself, and we will 
get to them as quickly as possible. 

With that, I would like to ask Mr. Floyd to begin with your testi- 
mony. Thank you all for being here. 

STATEMENT OF JAMES R. FLOYD, FACHE, NETWORK DIREC- 
TOR, VA HEARTLAND NETWORK (VISN 15), VETERANS 
HEALTH ADMINISTRATION, U.S. DEPARTMENT OF VETERANS 
AFFAIRS; ACCOMPANIED BY W.J. “BUCK” RICHARDSON, MI- 
NORITY VETERANS PROGRAM COORDINATOR, ROCKY 
MOUNTAIN HEALTH NETWORK AND THE MONTANA HEALTH 
CARE SYSTEM, HELENA, MONTANA; AND JAMES SHORE, M.D., 
PSYCHIATRIST AND NATIVE DOMAIN LEAD, SALT LAKE CITY 
VA MEDICAL CENTER 

Mr. Floyd. Thank you. Senator Tester. Again, thank you for in- 
viting me to be here this morning at this important hearing. My 
name is James Floyd. I am Creek and Cherokee, a member of the 
Muscogee Creek Nation of Oklahoma. As a Native American, I 
have worked with my own tribe, the Muscogee Creek Nation of 
Oklahoma, and their Tribal Health Program. I have also worked 
with the Indian Health Service and currently work with the De- 
partment of Veterans Affairs since 1997. 

With me on this panel this morning, to my right, who needs no 
introduction to you, is Buck Richardson, who is the Minority Vet- 
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erans Program Coordinator for the Rocky Mountain Health Net- 
work, based out of Helena, Montana. To his right is Dr. Jay Shore. 
Jay is the psychiatrist and Native Domain Leader from the VA Salt 
Lake City Health Care System. 

VA remains committed to working with the Department of 
Health and Human Services to provide high-quality health care for 
the thousands of American Indian, Alaska Native, and Native Ha- 
waiian veterans who have courageously served our Nation and de- 
serve exceptional care. My written statement, which I request to be 
submitted to the record today, provides general background infor- 
mation on our work with the Indian Health Service. It reviews ac- 
complishments secured because of our collaboration and concludes 
with a discussion on the need for the VA and the Indian Health 
Service to work together to continue to care for our veterans. 

The VA and the Department of Health and Human Services, as 
mentioned earlier, signed a Memorandum of Understanding on 
February 25 , 2003. The MOU expresses the commitment of both 
Departments and it expresses the need to continue to expand our 
common efforts to provide quality policy support to local planning 
and collaboration efforts and charges local leadership to be more 
innovative and engaged in discharging our responsibilities. The VA 
has encouraged its field facilities to initiate and maintain effective 
partnerships at the local level, especially in areas such as clinical 
service delivery, community-based care, health promotion, and dis- 
ease prevention activities. We are also interested in promoting 
management and prevention of chronic diseases, a challenge facing 
both I)epartments. 

We assess whether we can achieve success through local partner- 
ships or on a national mandate on a case-by-case basis. Both meth- 
ods have proved effective and productive and these projects have 
been successful in elements of each. 

For example, we recently supported a collaborative expansion of 
home-based primary care, where 14 VA medical centers have fund- 
ed to collocate home-based primary care teams at Tribal and In- 
dian Health Service clinics and hospitals. In September of this 
year, the first veterans began receiving care through this project at 
two sites. 

Much of the progress on the objectives outlined in the MOU have 
been accomplished through local partnerships. However, national 
initiatives also influence collaboration between VA and the Indian 
Health Service. For example, the national focus on outreach in 
rural health has led both the VA and IHS to develop improved 
strategies for sharing information and services, such as educational 
resources, traditional practices, and information technology. 

Improving communication and partnerships are essential compo- 
nents of our collaborative efforts and we continue to nurture our 
relationships both nationally and locally. Our goals include im- 
proved access, communications, partnerships, sharing agreements, 
resources, and health promotion and disease prevention. We have 
found already incremental expansion of initiatives such as the 
Tribal Veterans Representative Program and expanded use of tele- 
health. We are also collaborating to offer more Welcome Home 
events for returning OEF/OIF veterans, to expand access to care 
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and develop approaches that address the unique physical, spiritual, 
economic, and demographic needs of these veterans. 

Using shared providers is yet another way to improve access and 
cooperation. At the local level, several VA and Indian Health Serv- 
ice facilities are sharing providers, including appropriate shared ac- 
cess to the VA’s Electronic Health Records for joint projects and pa- 
tients. 

In October 2008, VA established Native Domain, an infrastruc- 
ture with a Native American focus. It is a national resource on 
issues related to health care for rural Native American veterans. 
It includes policy analysis, collects best practices, supports clinical 
demonstration projects, establishes collaboration with agencies and 
Native communities, and disseminates information about these 
populations. 

The VA and the Indian Health Service need to continue to work 
together to ensure within current legal authority that veterans who 
are eligible for health care from both the VA and the Indian Health 
Service receive all needed care. The VA and the Indian Health 
Service continue to discuss changing existing policies and processes 
in regard to payment for veterans’ health care. A resource sharing 
provision was included in the MOU that I referred to earlier to en- 
courage the development of responsible sharing services to meet 
the needs of patients and communities. 

In conclusion, Mr. Chairman, I thank you again for the oppor- 
tunity to be here to discuss the importance of establishing and 
maintaining strong relationships and programs and services be- 
tween the VA and the Indian Health Service. We are available to 
answer any questions you may have. 

[The prepared statement of Mr. Floyd follows:] 

Prepared Statement of James R. Floyd, FACHE, Network Director, VA 

Heartland Network (VISN 15), Veterans Health Administration, U.S. De- 
partment OF Veterans Affairs 

Good Morning Mr. Chairman and Members of the Committee: Thank you for in- 
viting me here today to discuss the cooperation and collaboration between the De- 
partment of Veterans Affairs (VA) and its Veterans Health Administration (VHA) 
and the Department of Health and Human Services (HHS) and its Indian Health 
Service (IHS). Joining me today are Mr. W. J. “Buck” Richardson, the Minority Vet- 
erans Program Coordinator, Rocky Mountain Health Network and the Montana 
Healthcare System in Helena, Montana, and Dr. James Shore, Psychiatrist and Na- 
tive Domain Lead, VA Salt Lake City Health Care System. 

VA remains committed to working internally and in partnership with HHS to pro- 
vide high quality health care for the thousands of American Indian/Alaska Native 
(AI/AN), and Hawaiian Native Veterans who have courageously served our Nation 
and deserve exceptional care. This commitment, in relation to AI/ANs, is principally 
fulfilled through VHA cooperation and collaboration with IHS. My testimony will 
provide general background information on our work with the IHS, review accom- 
plishments secured because of our collaboration, and conclude with a discussion on 
the need for VHA and IHS to work together to take care of these Veterans. I would 
like to note at the outset that VHA looks forward to working with IHS to improve 
the quality and availability of care for Native American Veterans throughout the 
country. We will strengthen our existing partnerships and build new and even 
stronger associations between VHA and IHS. 

GENERAL INFORMATION 

VA and HHS signed a Memorandum of Understanding (MOU) on February 25, 
2003. In summary, the MOU: 

• Expresses the commitment of both Departments to expand our common efforts 
to improve the quality and efficiency of our programs; 
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• Provides policy support to local planning and collaboration; and 

• Charges local leadership to be more innovative and engaged in discharging our 
responsibilities. 

We expected at that time that most of our progress would be made with effective 
local partnerships formed between IHS, VHA, and Tribal governments, because 
these would be best suited to identify local needs and develop local solutions. In this 
regard, VHA field facilities have been encouraged to initiate and maintain effective 
partnerships at the local level especially in areas such as clinical service delivery, 
community-based care, and health promotion and disease prevention. We are also 
interested in promoting the management and prevention of chronic diseases, a chal- 
lenge that confronts both VHA and IHS. We anticipated the MOU would lead to cre- 
ative solutions in case management, home- and community-based care, and primary 
prevention activities to improve the health of AI/AN Veterans. 

Whether success is achieved most effectively through the efforts of local partner- 
ships or with a national mandate is assessed on a case-by-case basis. Both methods 
have been effective; the challenge is to use the appropriate tool, at the correct time, 
and in a suitable location. Many times, success is achieved with a combination of 
national and local efforts. We recently supported a collaborative expansion of home- 
based primary care (HBPC) that exemplifies how national initiatives can be imple- 
mented locally. In this effort, 14 VA medical centers have been funded to co-locate 
HBPC teams at Tribal and IHS clinics and hospitals. Our goals are to improve ac- 
cess to primary care services and to foster mentoring relationships between VHA 
staff with geriatric expertise and IHS and Tribal staff. In September, the first Vet- 
erans began receiving care through this project at two tribal sites, one in Jackson, 
MS and the other in Sacramento, CA. We expect the other facilities to be active by 
the end of the calendar year. 

Much of the progress on the objectives outlined in the MOU has been accom- 
plished through local partnerships. However national initiatives also influence col- 
laboration between VHA and IHS. For example, a national focus on outreach and 
rural health has led VHA and IHS to develop improved strategies for sharing infor- 
mation and services such as educational resources, traditional practices, and infor- 
mation technology (IT) sharing. 

Experts in information technology at the Department as well as the VHA and IHS 
levels are working together to enhance health-care information sharing. This April, 
representatives from the Office of Information Technology at IHS, VHA’s Office of 
Health Information, and VA’s Office of Information and Technology met to develop 
a comprehensive list of actions needed to strengthen the relationship. The group 
identified a list of specific activities for collaboration, and work continues to address 
the tasks identified on that list. 


ACCOMPLISHMENTS 

VHA and IHS, as the primary implementers, have used the MOU’s goals and ob- 
jectives as a framework for establishing partnerships and accomplishing individual 
achievements. Our goals include improved access, communications, partnerships 
and sharing agreements, resources, and health promotion and disease prevention. 

Access. A mutual goal of IHS and VHA is to improve beneficiaries’ access to qual- 
ity health care and services. As a tool to ensure steady and effective progress, VHA 
established a performance monitor for Veterans Integrated Service Networks 
(VISNs) with significant American Indian/Alaska Native (AI/AN) populations to 
track and monitor how VISNs were achieving the goals and objectives of the MOU.^ 
Examples from the performance monitor reports of how VA’s local facilities have 
brought about easier access to VA services include: 

• Establishing transportation programs; 

• Using home visits to provide both clinical care and assistance with claims proc- 
essing; 

• Providing supplies and equipment to clinics on Reservations; 

• Expanding VA community-based outpatient clinic hours and services; and 

• Using fee basis care to facilitate more timely, accessible care, when necessary. 

In fiscal year (FY) 2009, the Office of the Deputy Under Secretary for Health for 

Operations and Management established a new template for VISN semi-annual re- 
porting of VHA/IHS activities. There appears to be steady, incremental expansion 
of certain types of initiatives across the country demonstrating an increased align- 
ment with current national priorities. These initiatives include: 


iPour of the 21 VISNs are exempt from this monitor because of the small size of their 
AI/AN Veteran populations. These include VISNs 4, 5, 9 and 10. 
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• Increased interest in, training for, and development of the Tribal Veteran Rep- 
resentative (TVR) role across the country; 

• Expanded use of information technology and telecommunications efforts, par- 
ticularly to support telehealth initiatives and tele-mental health; 

• Increased number of “Welcome Home” events for Operation Enduring Freedom 
and Operation Iraqi Freedom Veterans, as well as education and outreach efforts; 

• Steady expansion of rural health care initiatives with progress toward bringing 
services closer to the Veterans being served; 

• Continued growth in culturally specific, holistic approaches that address the 
unique physical, spiritual, economic, age and gender specific needs of the population 
served; and 

• Coordinated efforts between local VHA and IHS entities to increase awareness 
and communication regarding Veterans’ needs and available VHA services, as well 
as cooperative and creative outreach efforts. 

Another tool that VHA and IHS use to improve access is telehealth. Telehealth 
uses information and communication technologies to provide health care services in 
situations in which patient and provider are separated by geographical distance. 
Telehealth, thus, provides a means of providing health care services directly to Trib- 
al communities, obviating the need for AI/AN Veteran patients to travel long dis- 
tances to receive services. It also supplements health care services available within 
Tribal communities. 

VA has been collaborating with the IHS and other Federal agencies to provide 
telehealth services in Alaska since 1997, when the Alaska Federal Health Care Ac- 
cess Network began. Subsequent to that first effort, the functionality of the tele- 
health and telecommunications technologies has improved, and research has sub- 
stantiated the benefits of telehealth as a means of providing health care to the 
AI/AN Veterans VA serves. Currently there are seven operational telehealth pro- 
grams providing services to Tribal communities and nine programs in deployment. 
VHA telehealth programs to Tribal communities predominantly involve clinical 
video-conferencing to provide mental health services and home telehealth services 
for diabetes and mental health conditions. 

A cultural competency training program also has been developed and is in use to 
ensure that providers are sensitive to the particular circumstances of using tele- 
health to reach into Tribal communities to deliver services. In addition to cultural 
awareness, other critical success factors to implementing and sustaining telehealth 
services to Tribal communities include adequate telecommunications bandwidth and 
meeting appropriate credentialing and privileging requirements. 

Using shared providers is yet another way to improve access. At the local level, 
several VHA and IHS facilities are sharing providers, including appropriate shared 
access to VA’s electronic health records for joint patients; this is demonstrated 
through the partnership between VHA’s Black Hills Health Care System and the 
Rosebud IHS facility. Nationally, VA and IHS conducted a one-year pilot to test the 
feasibility of using VA’s electronic credentialing system, VetPro, to credential IHS 
providers. Both VA and IHS participants believed the pilot met its stated goals of 
ensuring a consistent credentialing process that met all regulatory and agency re- 
quirements for IHS facilities and demonstrating the feasibility of national sharing 
agreements for information sharing between VA and IHS. Decisions about expand- 
ing the pilot are pending. 

Communications. There have been accomplishments in efforts to improve commu- 
nications among VA, VHA, AI/AN, HHS, IHS, and Tribal governments and other or- 
ganizations with assistance from IHS. Sharing information and improving cultural 
awareness and competencies are crucial to achieving this goal. Relevant information 
is shared through several methods, including: 

• Participation at VHA/IHS conferences and VHA/IHS/Tribal Veteran Service Or- 
ganization (VSO) meetings, as well as Pow Wows and local community events; 

• Outreach to IHS organizations and Tribal Governments, including liaison with 
VA staff and leadership; and 

• Attendance at AI/AN cultural events. 

IHS and VA continue to have regular communications at the national level with 
a working group that meets regularly to exchange information and track the status 
of several national programs, such as a recent initiative to establish a pilot partner- 
ship between VHA’s Consolidated Mail Outpatient Pharmacy (CMOP) and IHS’ 
pharmacy program. This pilot will enable IHS beneficiaries to have access to phar- 
macy services through VHA’s nationally recognized CMOP program to process out- 
patient prescriptions, based upon the electronic prescription data provided from the 
IHS facilities. The possibility of IHS decreasing capitalization costs, the reduction 
of needed space to house more drugs and personnel in a centralized space, reduction 
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of outdated medications, and reduction in the numbers of patients entering IHS fa- 
cilities on a daily basis will make the use of the CMOP programs an attractive tech- 
nology for dispensing refills within the IHS. Rapid City, South Dakota and Phoenix 
Indian Medical Center are currently identified as the participating IHS locations. 
The coordinating CMOP is in Leavenworth, KS. The necessary service agreement 
is in place, and IT connectivity and testing have been accomplished. A formal inter- 
agency agreement (lAA) is being developed. The pilot will commence as soon as the 
lAA is in place. The working group ensures that projects such as this remain on 
track and also identifies other new collaborations that would lead to improvement 
of services. 

The Tribal Veteran Representative (TVR) program is another example of devel- 
oping and maintaining effective communications at the local level. This program 
uses volunteers who receive training on VA’s health care services and benefits to 
educate their Tribal members. The concept used in the TVR program has been quite 
successful. VA and IHS held several coordinated training sessions this spring for 
IHS Community Health Representatives and the Contract Health Service program 
to bring the TVR concept to them. The annual TVR training was held at the Naval 
Reserve training facility at Ft. Harrison, MT during the last week of April 2009. 
Seventy-two participants from VA, IHS, and different Tribal organizations attended. 
Also, in May, VISN 7 held a training session for VA’s Transition Patient Advocates 
using the TVR model. 

Partnerships and Sharing Agreements. Encoura^ng partnerships and sharing 
agreements among VA Central Office and VA facilities, IHS headquarters and IHS 
facilities, and Tribal governments in support of AI/AN Veterans has been an impor- 
tant to improving access. Local VHA facilities use sharing agreements and partner- 
ships to operate clinics, provide social work, offer laboratory services, and make 
available other benefits. Again, the success of these projects depends on the strength 
of local relationships. Building a strong partnership or sharing agreement depends 
on fostering a trust relationship between the AI/AN community and VHA facility 
staff and leadership. Meeting the specific needs of a particular community is best 
done by fostering communications at the local level. 

Resources. Resources needed to support programs for AI/AN Veterans include 
more than just funding projects and services. Time and staffing resources are essen- 
tial elements to supporting these endeavors and helping AI/AN communities to iden- 
tify needs, devise mutually agreeable solutions that meet local requirements, and 
implement projects effectively. In FY 2009, VA, through the Office of Rural Health, 
acknowledged the need for increasing resources in this area by funding specific 
projects and establishing a Native American Resource Center. 

In October 2008, the Veterans Rural Health Resource Center-Western Region es- 
tablished a Native Domain, an infrastructure with a Native American focus. It is 
a national resource on issues related to health care for rural Native American Vet- 
erans. It conducts policy analysis, collects best practices, supports clinical dem- 
onstration projects, establishes collaborations with agencies and Native commu- 
nities, and disseminates information about these populations. 

Health Promotion and Disease Prevention. The final part of the official MOU goal 
and objective framework is to improve health promotion and disease prevention 
services to AI/ANs. This has been addressed at the local level with projects ranging 
from health fairs to diabetes prevention and other educational efforts. 

MEDICAL CARE OF DUAL ELIGIBLE VETERANS 

VHA and IHS need to continue to work together to ensure, within current legal 
authority, that Veterans who are eligible for health care from both VA through VHA 
and HHS through IHS receive all needed care. VHA and IHS continue to discuss 
changing the existing policies and processes in regard to payment for Veterans’ 
health care. A resource sharing provision was included in the MOU to encourage 
the development of responsible sharing of services to meet the needs of patients and 
communities. 

There are circumstances where VA, through VHA and its local facilities, contracts 
with or enters into sharing agreements with IHS, Tribal governments, or Tribal or- 
ganizations to provide health care services to Al/AN Veterans. Many of these Vet- 
erans also are eligible for services from IHS or through Tribal governments or orga- 
nizations. VA endorses the use of sharing agreements in these circumstances. 

CONCLUSION 

Thank you again for the opportunity to discuss the importance of establishing and 
maintaining strong relationships, programs, and services between VHA and IHS at 
both the national and local levels to effectively meet the health care needs of 
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AI/AN. VHA is strongly committed to continuing to make VA health care services 
more accessible to AI/AN, and Hawaiian Native Veterans. In this regard, it may be 
time to update the MOU and identify additional opportunities for collaboration be- 
tween VA, IHS, Tribal governments and organizations. We are ready to do whatever 
it takes to find the best ways to serve the needs of these Veterans. Thank you again 
for the opportunity to testify. My colleagues and I are available to answer your 
questions. 


Response to Post-heahing Questions Submitted by Hon. Daniel K. Akaka to 

James R. Floyd, FACHE, Network Director, VA Heartland Network (VISN 

15), Veterans Health Administration, U.S. Department of Veterans Affairs 

Question 1. How many sharing agreements has VA entered into with tribes, tribal 
facilities and Indian Health Service (IHS) facilities? Please provide a list broken 
down by tribe, tribal and IHS facility, describing these sharing agreements. 

Response. Since the initial Memorandum of Understanding (MOU) between VA 
and IHS in 2003, the amount and variety of activities has steadily increased. Many 
of the activities are at the national level and reflect an impact on many, if not all, 
federally recognized tribes. Attached is a spreadsheet that reflects completed and 
ongoing activities as of March 2010, itemizing partnerships, projects, status, and 
where appropriate, the tribe(s) or IHS facility. 

Question 2. Please provide the Department’s best estimate of the number of dual 
eligible and dual enrolled Native American Veterans. Please also describe how these 
estimates were determined. 

Response. This information is not currently available. A match is technically pos- 
sible, but extremely difficult. Challenges include, but are not limited to, getting an 
overall estimate of Native American Veterans from any source and exchanging de- 
mographic data. 

Standards defining Veterans differ in the VHA and IHS systems. VHA verifies 
past military service as a condition of enrollment and provides care on the basis of 
degree of service-connected disability and degree of impairment to determine Vet- 
eran status. In contrast, IHS records rely on self-reported Veteran identification. 

VHA and IHS continue to explore how to share clinical records and are working 
through information security, privacy and other issues. 

Question 3. Your testimony described a “comprehensive list of actions” to 
strengthen the VA-IHS relationship. Please provide that list. 

Response. VA and IHS have embarked on a comprehensive series of information 
technology activities as evidenced by the attached spreadsheet. (See Attachment fol- 
lowing the response to Question 9.) The list of actions and/or activities referenced 
in Mr. Floyd’s testimony can best be seen on attachment pages 13 to 17. There are 
also other information technology projects listed throughout the document. 

Question 4. Your testimony described a “performance monitor” for Veterans Inte- 
grated Service Networks (VISNs) with a significant American Indians and Alaska 
Native populations to track progress toward achieving the MOU’s objectives. Please 
provide a description of that performance monitor. 

Response. A comprehensive monitor was developed in response to the signing of 
the VA/IHS MOU in 2003; it has been periodically updated since then. This per- 
formance monitor defines the MOU’s desired outcomes and currently requires the 
submission of quarterly progress reports from each VISN. The purpose of the mon- 
itor is threefold: 

• To support continuous improvement in the coordination of patient care between 
VHA and IHS; 

• To encourage referrals between IHS and VHA; and 

• To ensure that dual eligible American Indian and Alaskan Native Veterans 
have coordinated access to appropriate services from both agencies. 

For quarterly reports, VISNs are instructed to report their activities in the con- 
text of the five objectives set forth in the MOU. These objectives are: 

• Improve beneficiary’s access to quality health care and services; 

• Encourage partnerships and sharing agreements among VA Central Office and 
facilities, IHS Headquarters and facilities, and Tribal Governments in support of 
American Indian and Alaskan Native (AI/AN) Veterans; 

• Ensure appropriate organizational support for programs targeted to AI/AN Vet- 
erans; 

• Improve health promotion and disease support for programs targeted to AI/AN 
Veterans; 
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• Improve communication among VA, AI/AN Veterans and Tribal Governments 
with the assistance of IHS. 

Question 5. Is VA considering entering into an MOU or sharing agreement with 
Papa Ola Lokahi and/or the Native Hawaiian Health Systems or other Native Ha- 
waiian entities, to improve care and services for Native Hawaiian Veterans? 

Response. Yes. Papa Ola Lokahi is the Governance Structure/Entity that rep- 
resents the Native Hawaiian Consortium of health care programs active throughout 
the state on every island. “Papa,” as they are referred to, has an executive director, 
staff, and advisory board. 

At this time, VA Pacific Islands Health Care System (VAPIHCS) is exploring the 
enhancement of services to Veterans residing in the Hana area of Maui. Both a fed- 
erally Qualified Health Center and a Native Hawaiian Health Care Clinic are serv- 
ing the health care needs of Hana’s population. VAPICHS plans to visit Hana to 
meet with both entities and discuss their potential roles as partners with VA to care 
for Veterans. 

Question 6. Is VA considering expanding the concept of the Tribal Veteran Rep- 
resentative to be inclusive of Native Hawaiians? 

Response. Yes. The Tribal Veterans Representative (TVR) program is national in 
scope and the VA Pacific Islands Health Care System is identifying Native Hawai- 
ian candidates to train as TVRs. The Native Hawaiian TVR program will likely be 
somewhat different than the AI/AN TVR program because it will serve a different 
population. 

Question 7. Please provide a description of the Native American Resource Center 
mentioned in VA’s testimony. 

Response. Over the past decade, VHA has taken important steps toward meeting 
the health care needs of Native Veterans who reside in rural areas. These have oc- 
curred nationally and at the local level as collaborations have developed between re- 
gional VHA medical centers and tribal programs. VHA’s Office of Rural Health 
(OHR) recently established the Veterans Rural Health Resources Center — Western 
Region (VRHRC-WR) with a special population focus on rural Native Veterans — the 
Native Domain. The Native Domain is intended to serve as a national resource on 
issues surrounding health care for Native rural Veterans through conducting policy 
analysis; collecting best practices; fostering clinical demonstration projects; coordi- 
nating and partnering with agencies and Native communities; and disseminating in- 
formation about these populations. 

The Native Domain has defined Native Veterans to include American Indians, 
Alaska Natives, Native Hawaiians, and Pacific Islanders. Of note. Native Veterans 
comprise the largest proportion of Veterans living in rural areas. The major philos- 
ophy of the Native Domain is defined by the theme of national scope with a local 
focus. 

Given the considerable cultural, social and geographic diversity of rural Native 
Veteran populations, it is important to acknowledge that while VHA policy is na- 
tional in scope by its very nature, VHA programs and activities targeted at this pop- 
ulation may benefit from policy strategies that embrace a national scope while 
maintaining a local focus. Such programs effectively honor the cultural uniqueness 
of each tribal, village, and islander group to address their health care needs. 

Question 8. During a pre-hearing briefing, a VA representative told Committee 
staff that VA has replaced the Chaplain guidelines concerning American Indian and 
Alaska Native traditional practitioners with a more comprehensive guideline. Please 
provide a copy of that guideline. 

Response. The Revised VHA Handbook 1111.02, “Spiritual and Pastoral Care Pro- 
cedures,” dated July 18, 2008, did not replace the Chaplain Service Guidelines con- 
cerning American Indian and Alaskan Native Practitioners. The Chaplain Service 
Guidelines and the VHA and Indian Health Service (IHS) Memorandum of Under- 
standing from November 2005, are referenced in the Handbook, which is official 
VHA policy. Both documents are still in use by VHA and the Handbook strengthens 
the Chaplain Service Guideline document. The four references to “American Indian 
and Alaskan Native Veterans” are highlighted on pages 11, 13 and 24, in the at- 
tached Handbook 1111.02. The Chaplain Service Guidelines Concerning Native 
American Indian Traditional Practitioners are also attached. 

Question 9. An FY 2005 VHA-IHS issue update stated that “. . . the leadership 
of each organization has been asked to develop a joint policy for the coordination 
of health care for dual use Veterans.” Please comment on progress toward that joint 
policy, and whether VA and IHS are still working toward that goal. 

Response. In FY 2007, a Work Group was established to develop VHA Directive 
entitled, “VHA and IHS National Inter-Departmental Coordinated Care Policy.” VA 
and IHS continue to make strides toward this goal. 
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Senator Tester. Thank you for your testimony, Mr. Floyd. 

Mr. Grinnell, if you would proceed with your testimony. 

STATEMENT OF RANDY E. GRINNELL, DEPUTY DIRECTOR, IN- 
DIAN HEALTH SERVICE, U.S. DEPARTMENT OF HEALTH AND 
HUMAN SERVICES; ACCOMPANIED BY THERESA CULLEN, 
M.D., DIRECTOR OF INFORMATION TECHNOLOGY, INDIAN 
HEALTH SERVICE 

Mr. Grinnell. Mr. Chairman and Members of the Committee, 
good morning. I am Randy Grinnell. I am the Deputy Director for 
Indian Health Service. Today, I am accompanied by Dr. Terri 
Cullen. She is the Chief Information Officer and a family practice 



57 


physician, and we are pleased to have the opportunity to testify on 
the collaboration of the IHS and the Veterans Health Administra- 
tion. 

The Indian Health Service in the Department of Health and 
Human Services is a health care system that was established to 
meet the Federal trust responsibility to provide health care to 
American Indians and Alaska Natives, with the mission to raise 
their physical, mental, social, and spiritual health to the highest 
level. The IHS provides the comprehensive primary care services 
and public health services through a system of IHS-operated, Trib- 
ally-operated, and urban-operated programs and facilities that 
were based on treaties, judicial determinations, and Acts of Con- 
gress. This system serves nearly 1.5 million American Indian and 
Alaska Natives through these health facilities in 35 different 
States, and in many cases, they are the only source of health care 
in many remote and poverty-stricken areas of this country. 

The partnership between the IHS and the VHA started in the 
mid-1980s in the area of health information technology. The Re- 
source and Patient Management System, or RPMS, is the IHS’s 
comprehensive health information system that was created to sup- 
port high-quality care delivered at several hundred facilities 
throughout the country. This system is a government-developed 
and owned system that evolved alongside the VHA-acclaimed 
VISTA system. 

IHS and the VHA have also collaborated in the implementation 
of the VA’s VISTA imaging system now in use in the IHS at over 
45 sites. This system allows clinicians to have access to images and 
data that assists them in making better clinical decisions. 

Several individuals today have talked about the MOU between 
the IHS and the VHA. I am not going to go into detail about that 
for time’s sake. 

I did want to mention that our system — we currently estimate 
that there are about 45,000 veterans that are registered within our 
system, and that includes both the IHS-operated facilities as well 
as the Tribally-operated facilities. In some cases, these veterans 
also live in urban locations and may not have access to these facili- 
ties that are out on the reservations and within Indian Country 
and they have to rely on limited urban health programs as well as 
any local facilities that may be available for their care. 

IHS also recognizes the complexity of the Contract Health Care 
Program that has been mentioned several times today in other tes- 
timonies. As identified, there are rules and regulations that we 
must adhere to. In many cases, this presents a challenge in ad- 
dressing the care needs of both our elderly users as well as those 
Indian veterans. 

I would like to talk about some of the collaborations that have 
currently taken place. Because of the IHS’s experience with tradi- 
tional healing, this has assisted the VHA in modeling how to incor- 
porate traditional approaches into healing for Indian veterans. 
VHA’s development and use of the Tribal Veterans Representative 
Program has been and is critical to communication and reducing 
barriers for VA services as well as assisting those veterans in un- 
derstanding the IHS Contract Health Service Program and its 
rules and regulations. 
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As mentioned earlier in some of the testimony, the Alaska area 
has partnered since 1995 via the Alaska Federal Health Care Part- 
nership that includes not only the IHS and the Alaska Native Cor- 
poration, but the VA, Army, Air Force, and Coast Guard partners. 
They have numerous initiatives, including teleradiology, telehealth 
monitoring, and telebehavioral health, as well. Some of their past 
projects have also included the Alaska Tribal Health System Wide 
Area Network. 

In Arizona, the IHS and VHA have worked together to increase 
mental health services by the VA locating social workers in several 
of the Navajo facilities as well as the Hopi Reservation facility. 

In Montana, the Billings Area IHS and the VA have worked to- 
gether to establish tele-psych at each of the service unit locations 
to provide mental health services. Each of these service units also 
have a designated VA liaison to assist the veteran in under- 
standing and accessing the services there. 

At this time, there is a pilot project underway between the IHS 
and VHA to where we are looking at the VA’s consolidated Out- 
patient Pharmacy Program to assist us in processing outpatient 
prescriptions. This program, we feel like would be a real benefit to 
our eligible users because it will decrease our cost and also allow 
more time for our pharmacists to provide clinical care, as well. 

Some future opportunities between the two partnerships is in- 
tended to improve access and to increase since 2003, but IHS ac- 
knowledges that our joint efforts on issues related to access to 
health care for Indian veterans needs to continue. 

I would like to say that because Dr. Roubideaux is not available 
today — she is currently at the meeting that the President has with 
the Tribal leaders — but she is totally committed to continuing this 
partnership and looking at new ways to improve the relationship 
and also to further services to Indian veterans. 

Mr. Chairman, that concludes my testimony. We are here to an- 
swer any questions you may have. 

[The prepared statement of Mr. Grinnell follows:] 

Prepared Statement of Randy E. Grinnell, Deputy Director, Indian Health 
Service, Department of Health And Human Services 

Mr. Chairman and Members of the Committee: Good afternoon. I am Randy E. 
Grinnell, the Deputy Director of the Indian Health Service (IHS). I am accompanied 
by Theresa Cullen, M.D., Director, Office of Information Technology. I am pleased 
to have the opportunity to testify on the Indian Health Service-Veterans’ Adminis- 
tration (VA) collaboration. 

As you know, the Indian Health Service plays a unique role in the Department 
of Health and Human Services because it is a health care system that was estab- 
lished to meet the Federal trust responsibility to provide health care to American 
Indians and Alaska Natives. The mission of the Indian Health Service is to raise 
the physical, mental, social, and spiritual health of American Indians and Alaska 
Natives to the highest level. The IHS provides high-quality, comprehensive primary 
care and public health services through a system of IHS, Tribal, and Urban oper- 
ated facilities and programs based on treaties, judicial determinations, and acts of 
Congress. This Indian health system provides services to nearly 1.5 million Amer- 
ican Indians and Alaska Natives through hospitals, health centers, and clinics lo- 
cated in 35 States, often representing the only source of health care for many Amer- 
ican Indian and Alaska Native individuals, especially for those who live in the most 
remote and poverty-stricken areas of the United States. The purchase of health care 
from private providers through the Contract Health Services program is also an in- 
tegral component of the health system for services unavailable in IHS and Tribal 
facilities or, in some cases, in lieu of IHS or Tribal health care programs. IHS ac- 
complishes a wide array of clinical, preventive, and public health activities, oper- 
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ations, and program elements within a single system for American Indians and 
Alaska Natives. 

AMERICAN INDIAN/ALASKA NATIVE VETERANS’ DUAL USE OF IHS AND VHA 

In 2006, a joint VHA-IHS study was initiated to review dual use of the two sys- 
tems by Aunerican Indians. The findings of this study indicate that American Indi- 
ans and Alaska Natives using the VHA are demographically similar to other VHA 
users with similar medical conditions, such as Post Traumatic Stress Syndrome 
(PSTD), hypertension, and diabetes. To date, the review has found that dual-users 
are more likely to receive primary care from IHS, and diagnostic and mental health 
care from the VHA. They are likely to be receiving complex care from VA and IHS. 

Many American Indians and Alaska Natives are eligible for healthcare services 
from both Indian Health Service and Veterans Health Administration. IHS has an 
estimated 45,000 Indian beneficiaries registered as veterans in the agency’s patient 
registration system. Some American Indian and Alaska Native Veterans who live 
in urban locations do not have geographic access to care in IHS facilities on or near 
reservations and must use the local systems of care or urban Indian clinics where 
they are available. In some of these locations Urban Indian Health Programs pro- 
vide limited direct care and assist these patients in accessing VA and other services 
in the local area. Indian veterans residing on reservations in some cases are not eas- 
ily able to access VA health facilities and services, as well. 

IHS recognizes that the complexity of IHS Contract Health Services and VA eligi- 
bility requirements may discourage Indian Veterans from accessing care. IHS pays 
for the care referred outside of IHS for American Indians and Alaska Natives in- 
cluding veterans if all rules and regulations governing the CHS program are met. 
For the Indian veteran, the VHA is an alternate resource along with Medicare, Med- 
icaid and private insurance under the CHS regulations. Other requirements include 
membership in a federally-recognized Indian tribe, residence on the reservation or 
within an IHS Contract Health Service Delivery Area (CHSDA), meeting the CHS 
medical priority of care, exhaustion of alternative resources of coverage, and compli- 
ance with the timelines for notification of IHS. If the Indian Veteran patient is eligi- 
ble for Contract Heath Services and requires services outside the IHS facility, i.e. 
specialty inpatient and outpatient services, she or he may be approved for care 
pending relevant medical priority level on same basis as any other American Indian 
and Alaska Native. 

HHS/iNDIAN HEALTH SEEVICE-VA/VETERANS’ HEALTH ADMINISTRATION 
MEMORANDUM OF UNDERSTANDING 

A Memorandum of Understanding (MOU) between the HHS/IHS and the Depart- 
ment of Veterans Affairs (VA)A^ eterans Health Administration (VHA) was signed in 
2003 to encourage cooperation and resource sharing between the two Departments. 
It outlines joint goals and objectives for ongoing collaboration between VA and HHS 
to be implemented primarily by IHS and VHA. The MOU advances our common 
goal of delivering quality health care services to and improving the health of the 
189,000 veterans who are American Indian and Alaska Native as of 9/30/08. The 
HHS and the VA entered into this MOU to further their respective missions, in par- 
ticular, to serve American Indian and Alaska Native veterans who comprise a seg- 
ment of the larger beneficiary population for which they are individually respon- 
sible. 

The MOU identifies 5 mutual goals to (1) improve beneficiary access to healthcare 
and services; (2) improve communication among the VA, American Indian and Alas- 
ka Native veterans and Tribal governments with IHS assistance; (3) encourage part- 
nerships and sharing agreements among VHA, IHS, and Tribal governments in sup- 
port of American Indian and Alaska Native veterans; (4) ensure the availability of 
appropriate support for programs serving American Indian and Alaska Native vet- 
erans; and (5) improve access to health promotion and disease prevention services 
for American Indian and Alaska Native veterans. 

INDIAN HEALTH SERVICE-VETERANS HEALTH ADMINISTRATION COLLABORATIONS 

The principal focus of the interagency communication and cooperation is to pro- 
vide optimal health care for the American Indian and Alaska Native veterans who 
rely on the IHS and/or VHA for their medical needs. Together we strive to achieve 
multiple goals outlined by the MOU by developing projects that, for example, im- 
prove access to VHA services by allowing VHA staff to utilize Indian health facilities 
for providing health care to Indian veterans while the joint working relationship ex- 
pands opportunities for professional development of clinical skills by IHS providers. 
IHS experience with the use of traditional healing in its system became a model for 
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the VHA when it began incorporating traditional approaches to healing for Indian 
veterans. VA’s development and use of the tribal veterans’ representative (TVR) pro- 
gram has been and is critical to addressing issues related to communicating about 
and reducing barriers to VA services and to the IHS CHS program for Indian vet- 
erans through the coordinated training on benefits and eligibility issues for each of 
the two programs. 

Other collaborations that meet the goals of the MOU range from expansion of ac- 
cess to VHA home based primary care for Indian veterans through the use of IHS 
and Tribal health facilities to the improvement of interagency partnership on health 
information and use of tele-health modalities. The home based primary care pro- 
gram expansion will increase availability of services for Indian veterans with com- 
plex chronic disease and disability through 14 collaborative projects located in states 
including New York, North Carolina, Oklahoma, Oregon, New Mexico, South Da- 
kota, California, Mississippi, and Minnesota. In Arizona, the IHS -VHA are working 
together to increase mental health services by locating VHA social workers in IHS 
health facilities on the Navajo and Hopi reservations. 

In Montana, the Billings Area IHS and the VA Montana Healthcare System 
(VAMHCS) have on-going collaborative efforts such as tele-psych established at each 
service unit to facilitate providing VA mental health services for American Indian 
and Alaska Native veterans. Because of the geographic remoteness and difficulty in 
accessing transportation to a VA facility, this service greatly benefits the American 
Indian and Alaska Native veterans. The Billings Area IHS and VAMHCS have for- 
malized a PTSD protocol that is utilized by the service units and Fort Harrison. 
Among the protocol elements, the VA has created a position designated as a Tribal 
Outreach Worker (TOW) who works on-site to actively seek and educate veterans 
who may benefit from the services provided through telepsyche clinics. Each service 
unit has a designated VA liaison to help the American Indian and Alaska Native 
veterans needing medical services as well as working with the TOW and local Tribal 
Veteran Representative. As the primary IHS contact, they can provide information, 
assistance, and guidance on VA services and health benefits to American Indian and 
Alaska Native veterans. These collaborative efforts are reviewed on an on-going 
basis in efforts to address patient related issues, improved services, outreach, rural 
initiatives, and to assist American Indian and Alaska Native veterans to utilize both 
IHSWHA systems. 

The IHS and VHA have a long history of working jointly on health information 
technology (HIT). Since the mid-1980s when the two agencies both successfully field- 
ed the Decentralized Hospital Computer Program (DHCP) software, the VHA and 
IHS have sought opportunities to collaborate in the sharing of HIT. The Resource 
and Patient Management System (RPMS) is the IHS’ comprehensive health infor- 
mation system created to support the delivery of high quality health care to Amer- 
ican Indians and Alaska Natives at several hundred Federal and Tribal hospitals 
and clinics nationwide. The RPMS is a government-developed and owned system 
that evolved alongside the Veteran’s Health Administration’s (VHA) acclaimed VistA 
system. 

In addition, the model for the RPMS Electronic Health Record (EHR) is the Vet- 
erans Health Administration (VHA) electronic medical record, the Computerized Pa- 
tient Record System (CPRS). CPRS has been successfully deployed across the VHA 
hospital network over half a decade ago. The EHR utilizes a technical infrastructure 
originally developed for the VHA that displays various clinical functions in a graph- 
ical user interface (GUI) format. 

CONSOLIDATED MAIL OUTPATIENT PHARMACY (CMOP) 

The IHS and VHA will soon begin a pilot-test using VA’s CMOP to process IHS 
outpatient prescriptions, based upon the electronic dispensing data provided from 
the IHS facilities. Through the IHS use of the CMOP facilities, prescription filling 
can be centralized while providing more efficient prescription delivery and increased 
pharmacy billing collections. It will also provide facilities with the capability to fill 
prescriptions for more than 30-day refills. The VA’s CMOP programs offer an attrac- 
tive technology for dispensing refills within the IHS because it offers the possibility 
of decreasing capitalization costs, reduction of outdated medications, and freeing up 
significant IHS pharmacist time for patient counseling, adverse drug event preven- 
tion, and primary care. The IHS has been able to successfully transmit prescriptions 
from an IHS RPMS test system to a CMOP test system and transmit appropriate 
prescription information back to the RPMS test system. The VA’s CMOP is cur- 
rently in beta testing at Haskell Indian Health Center in Lawrence, Kansas; at the 
Phoenix, AZ Indian Medical Center; and at the Indian health facility in Rapid City, 
South Dakota. 
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VISTA IMAGING 

A Memorandum of Understanding between the IHS and the VHA has enabled 
telemedicine program coordinators from both Departments to identify key areas for 
cooperation and possible shared resource development. An example is the implemen- 
tation of the VA’s VistA Imaging System (VI) in IHS, which is now up to approxi- 
mately 45 RPMS systems nationwide. VistA Imaging provides the multimedia com- 
ponent of the VHA’s Computerized Patient Record System (CPRS) and is also of- 
fered as a multimedia tool to complement the IHS RPMS- EHR. The VI is an exten- 
sion to the RPMS hospital information system. The RPMS Health Information Sys- 
tem and Radiology Information System provide extensive support for imaging and 
contain a full image management infrastructure. VistA Imaging provides clinicians 
with access to all images and text data in an integrated manner that facilitates the 
clinician’s task of correlating the data and making patient care decisions in a timely 
and accurate way. Through this agreement, the VHA also provides the IHS with on- 
site VI installation and training support. 

ALASKA AREA IHS-VA HIT COLLABORATIONS 

The Alaska Area IHS has partnered with the VA since 1995 via the Alaska Fed- 
eral Health Care Partnership (AFHCP) which includes IHS/Tribal, VA, Army, Air 
Force and Coast Guard partners. The Alaska Federal Health Care Partnership of- 
fice’s primary responsibility is to coordinate initiatives between the partners that re- 
sult in increased quality and access to Federal beneficiaries, or an overall cost sav- 
ings to the Federal Government. Current initiatives in the Alaska Area include: 
joint training offerings, a neurosurgery contract services agreement, a perinatology 
contract services agreement, tele-radiology, sleep studies, home tele-health moni- 
toring, partner staffing needs assessment, emergency planning and preparedness, 
and tele-behavioral health. 

Past projects of AFHCP include Alaska Tribal Health System Wide Area Network 
(ATHSAN) Telemedicine and the development of the Wide Area Network. The 
AFHCP frequently shares workload data during its investigations of possible joint 
services analyses; a recent example is a study for joint-agency tele-dermatology and 
tele-rheumatology contracts. One of the AFHCP committees is the Partnership Tele- 
health & Technology Committee (PT&T) which brings together information tech- 
nology staff to discuss partner organization needs, identify potential telehealth and 
technology applications to meet those needs, and find avenues for shared technology 
resources. PT&T members and their clinical champions will monitor patient results 
and gather feedback on the use of new technologies to improve clinical outcomes and 
access to care. 


FUTURE OPPORTUNITIES OF PARTNERSHIP 

Local HIS-VHA efforts to improve access and develop formal partnerships have 
increased since 2003 but IHS acknowledges that our joint efforts on issues related 
to access to health care for Indian veterans need to continue. We are committed to 
working on these issues, within the Indian Health system, as well as with the De- 
partment of Veterans Affairs and the Veterans Health Administrations. Indian com- 
munities have always honored their Indian veterans and we are committed to im- 
proving the health services they utilize and the quality of their lives. 

Mr. Chairman, this concludes my testimony. I appreciate the opportunity to ap- 
pear before you to discuss the collaboration between the Department of Health and 
Human Services through the Indian Health Service and the Department of Veterans 
Affairs I will be happy to answer any questions that you may have. Thank you. 


Post-Hearing Questions Submitted by Hon. Daniel K. Akaka to Randy E. 

Grinnell, Deputy Director, Indian Health Service, U.S. Department of 

Health and Human Services 

Question 1. How many sharing agreements has VA entered into with tribes, tribal 
facilities and IHS facilities? Please provide a list broken down by tribe, tribal and 
IHS facility, describing these sharing agreements. 

Question 2. Please provide IHS’s best estimate of the number of dual eligible Na- 
tive American veterans. Please also include a description of the methodology used 
to produce those estimates, and information regarding ongoing efforts by IHS to im- 
prove these estimates. 

Question 3. How many staff has IHS dedicated to tracking and implementing the 
VA-IHS MOU and IHS’s obligations (consultation included) to Native American vet- 
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erans? Please provide the names and titles of dedicated staff, and whether they 
focus on these responsibilities on a full or part-time basis. 

Question 4. In a FY2005 VHA-IHS issue update stated that . . the leadership 
of each organization has been asked to develop a joint policy for the coordination 
of health care for dual use veterans.” Please comment on progress toward that joint 
policy, and whether VA and IHS are still working toward that goal. 

[Responses were not received within the Committee’s timeframe 
for publication.] 

Senator Tester. I thank you for that. Thank you for your testi- 
mony. We will start the first round of questions with Senator Burr. 

Senator Burr. Thank you, Mr. Chairman. 

Mr. Floyd, before I get to the issue of the day, I would like to 
touch base with you about the VA hospital in Marion, IL, that is 
now under your purview, and from the Inspector General’s report 
it is apparent there are still systemic issues which have not fully 
been addressed in the last 2 years. Some of those issues that have 
presented themselves over that period of time: providers not 
credentialed or privileged; lack of peer review; poor quality man- 
agement; and not reporting adverse health effects efficiently. Can 
you share with us your level of commitment to make sure that 
these systemic problems are solved? 

Mr. Floyd. Senator Burr, in that report, beginning on page 20 , 
are my statements to address those ten recommendations made 
from that report. I would refer you and your staff to that. But I 
will also be available to discuss that in further detail, to specifically 
address any of those with you or other Members of the Committee 
at an appropriate time. 

Senator Burr. I appreciate that. Let me suggest to you that it 
was unacceptable when it happened and I find it somewhat unbe- 
lievable that we still have systemic problems. I realize you have 
only been there a short period of time 

Mr. Floyd. Twelve months. 

Senator Burr [continuing]. And I hope you will take this as a 
warning shot, that this will not be the last time this Committee 
looks at those systemic problems in that facility specifically and 
across the network. 

Let me, if I could, move to a question for one or both of you. As 
I mentioned in my opening statement, the MOU between the VA 
and IHS outlines five mutual goals. Mr. Howlett on the first panel 
described the MOU as, quote, “more symbolism than action.” So, let 
me mention these goals, and if you will, tell me how your agencies 
are measuring the success or failure at meeting them. 

First, access to health care. How do you measure whether access 
has improved since 2003? 

Mr. Floyd. First of all, about the MOU, it is purposefully vague 
so that we disregard work with individual areas, Indian commu- 
nities, urban areas and all, so that we can address unique cir- 
cumstances of each local community. Tribe, nonprofit organization 
that exists that has Native American veterans. And we have made 
strides in that. 

If I could give you an example. When I was the Director of the 
VA Salt Lake City Health Care System, we worked with the Bil- 
lings Area Indian Health Service and did a comparison of data- 
bases between the VA and the Indian Health Service to identify pa- 
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tients within the Indian Health Service system who were veterans 
who weren’t enrolled within the VA. We used that as a method of 
outreach for patients in Wyoming, Montana, Idaho, and Utah. That 
helped us increase the enrollments of these individuals into the VA 
health care system. That is one example. 

Senator Burr. Communication — how do you measure improve- 
ments since 2003? 

Mr. Floyd. The VA and the Indian Health Service has ongoing 
conference calls between the two of us. We have a spreadsheet that 
identifies projects that we both identified as necessary for action. 
We have identified the responsible parties for that and on a month- 
ly basis report on the progress of those. That is a method which 
we use internally within both agencies to gauge our success in im- 
proving services. 

Senator Burr. The development of partnerships and sharing 
agreements — how many existed in 2003? How many exist today? 

Mr. Floyd. I am not sure how many existed in 2003. I can speak 
for the ones that at the present time exist, which are at least 15 
of the 21 Veterans Integrated Service Networks within the VA with 
varying levels of agreements in place, whether that is for tele- 
health, traditional services, direct primary care, the installation of 
the Electronic Health Record from the VA into Indian Health Serv- 
ice or Tribal facilities. Those are examples of where we use specific 
agreements to follow up from the MOU to improve mechanisms for 
care. 

Senator Burr. Ensuring appropriate resources are available, 
does the VA know how much it provided to Indian Health Services 
or Indian Health Service contract facilities under the sharing 
agreement in 2003 versus the level it provides today? 

Mr. Floyd. I am aware of several agreements specifically be- 
tween the VA and Indian Health Service or Tribal facilities — the 
Muscogee VA in Oklahoma, for example, their work with the Choc- 
taw and the Cherokee Nations specifically on a contract basis. 
However, there are other agreements in place, such as what we 
have experienced in the Rocky Mountain area, where we work with 
social workers or other transfer coordinators within either Tribal or 
IHS facilities on specific cases to get them in and coordinate their 
care, either from that level, primary care, or specialty care in the 
VA system. 

Now, I am not aware of a national database that rolls all those 
up. However, I know that recently the VA has asked and received 
information from each one of the facilities of specific agreements 
that they have in place. So that information is available. 

Senator Burr. To improve health promotion and disease preven- 
tion services. How do you measure that? 

Mr. Floyd. The VA has benefited, actually, from the develop- 
ment of the Indian Health Service, particularly in diabetes edu- 
cation and hypertension education, and collaborated on a level 
where they have actually helped train the VA in their preventive 
practices for diabetes education, hypertension, and the VA has uti- 
lized their resources to help improve the knowledge of the VA prac- 
titioners. Those are the examples that I am aware of, sir. 
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Senator Burr. I would like to thank the Chair, because he has 
been kind to let me go over. Let me make a statement and then 
I will end with one last question. 

The Memorandum of Understanding was meant to cover all the 
Native American geographical area. I think we have a tendency to 
focus on certain successes, certain outreaches, and certain partner- 
ships. But I hope you got the gist I did from the first panel, that 
this is not the overriding theme of the VA, to live up to all the 
standards in that agreement. I am not sure that there is an over- 
riding commitment on the part of VA to make sure that there is 
incredible access to quality health care within Indian Country. I 
am not sure that there is a real focus within the VA to make sure 
that the communications is open to the degree that in all areas, 
they know exactly what is available to them. And I could sort of 
go down the list. 

But let me just ask, is there a database at VA of Native Amer- 
ican veterans? 

Mr. Floyd. Well, within the electronic health records system of 
the VA, as a veteran enrolls in the VA health care system, there 
is a question asked of their racial designation. It is a voluntary re- 
quest on their part. Those who identify Native American or Alas- 
kan Native as their primary racial group are in our database. Yes, 
sir, we have that information. 

Senator Burr. If they are enrolled in the VA? 

Mr. Floyd. Yes, sir. 

Senator Burr. But we don’t import into VA potentially all the 
folks who qualify for VA services that may not be enrolled? 

Mr. Floyd. Not to my knowledge. Not yet. However, as you may 
be aware, the project especially with these soldiers who are in Af- 
ghanistan and Iraq, the War on Terror, at the present time — the 
project is called VLER, Virtual Electronic Record, which would 
transmit that information from DOD directly into the Department 
of Veterans Affairs. That project is in its initial stages, but could 
address the issue that you just asked about. 

Senator Burr. Clearly, I would think that with this Memo- 
randum of Understanding in place, that there would have been 
some thought process at VA as to how they could proactively go 
after a population that may not be enrolled yet qualified. Likewise, 
I would hope that the Indian Health Service would push VA to do 
this. The first panel, I don’t think talked about the successes of the 
system or about the outreach or, for that fact, about the quality of 
care within the Indian Health Service. I actually think it has made 
progress, but I think it falls woefully short of what they deserve 
from the standpoint of a quality health care system. 

So, Mr. Chairman, I do hope you will be persistent that we will 
continue to follow up on this and that we will be at a point where 
we can measure progress versus just cite highlights. I think it is 
important that we have a matrix that is constructive that allows 
us to gauge what we have done. 

I thank all our witnesses. I thank the Chair. 

Senator Tester. And I thank you. Senator Burr. 

I am going to follow up on Senator Burr’s questions here real 
quickly, on the measurement aspect. I am going to paraphrase 
what you said, but you basically merged medical records between 
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the VA and IHS and found which Native Americans were out there 
that were veterans that weren’t being served by the VA. Is that 
fairly accurate? 

Mr. Floyd. Yes, sir. 

Senator Tester. And then you said that you did outreach. How 
did you do outreach? 

Mr. Floyd. Well, one of the things that we drew out of that was 
the address of those individuals and their zip codes so that we 
could target them with mailings. Also, as a follow-up at that time, 
Mr. Richardson and myself, we went out to areas where they had 
higher concentrations of veterans and held meetings on those res- 
ervations or Indian communities. 

Senator Tester. And how many folks did you have? 

Mr. Floyd. In the beginning, sir, very few, but I think with con- 
tinued follow-up meetings, we began to enroll many more. I am not 
sure of the exact number. I know in one community in Utah, we 
were able to get about 300 people enrolled that hadn’t previously 
been using the VA. 

Senator Tester. Does the VA keep metrics on the effectiveness 
of this sort of stuff? 

Mr. Floyd. With the communication between the VA and the In- 
dian Health Service, these types of initiatives are looked at and 
discussed in terms of specific metrics. Reporting is requested peri- 
odically from Central Office here in Washington to the respective 
networks, such as the one I am at in Kansas. 

Senator Tester. It would just seem to me that it would be very, 
very difficult to do measurements if you do it in generalities. How 
do you measure the effectiveness of your outreach unless you 
know? I guess that is a statement. You don’t have to answer that. 

You also talked about contracting facilities with Senator Burr’s 
question, and I had the impression that you do have contracted 
services with some IHS facilities. Is that correct, or did I hear you 
wrong? 

Mr. Floyd. Well, we have the ability to contract for primary care 
within the VA and locally within any facility. They determine 
where they have the volume of patients to support the contract. 

Senator Tester. Can you tell me if there are any IHS facilities 
that you have contracts with and where would they be? 

Mr. Floyd. Specifically, with the Indian Health Service, I am not 
aware of any contracts with them. 

Senator Tester. Why is that? 

Mr. Floyd. Because it seems to be more appropriate for us to co- 
manage the patients, although 

Senator Tester. But you do have contract agreements with pri- 
vate facilities, correct? 

Mr. Floyd. Yes, sir. 

Senator Tester. So why is there a difference? I am just curious, 
because as one of the people testified in the first panel, a lot of the 
areas that the Native Americans live in are pretty darn remote. 

Mr. Floyd. Yes, sir. 

Senator Tester. And one of the things that we have talked about 
on this Committee is when you are in remote areas, it makes more 
sense to deal with the veteran there than ship him a few hundred 



66 


miles, or in Alaska’s case, a lot further than that, to a CBOC or 
a hospital. 

Mr. Floyd. The traditional usage we have seen in terms of these 
co-managed patients, if I could use that term, is that they generally 
receive their primary care locally, either in a Tribally-run facility 
or Indian Health Service facility. 

Senator Tester. So the reason you don’t contract with them is 
that IHS is already supposed to take care of them? 

Mr. Floyd. No, they have a choice. If they want to be exclusively 
served by the VA, then we do that. We do that with many patients. 
We co-manage patients across the country in all kinds of settings. 

Senator Tester. OK. And I have got about a minute, so you guys 
are going to have to be concise on this. This is for both Mr. 
Grinnell and Mr. Floyd. If you were to analyze how well your two 
agencies were working together to service Native American vet- 
erans, what grade would you give yourself? 

Mr. Floyd. Umm 

Senator Tester. No talking across the aisle. [Laughter.] 

No bell curve; right? 

Mr. Floyd. I don’t know if I can represent the agency to talk 
about that. Senator, but 

Senator Tester. The point I am trying to make is that from my 
perspective as somebody who serves in the U.S. Senate that rep- 
resents everybody, whether they are Native American veterans or 
regardless what their race is, I go into Indian Country — and I have 
got all the statistics right here that talk about how their health 
isn’t as good, which I have heard spoken from many agencies in the 
Obama administration, and I agree with them wholeheartedly — 
that we need to figure out ways that we can work together to maxi- 
mize our ability to serve the people we are serving, because IHS 
is funded by taxpayer dollars, VA is funded by taxpayer dollars, 
and we have got an opportunity to work together and get more 
bang for the buck. 

And so that is why I want to know. Would it be accurate to say 
that we could do better? How is that, Mr. Floyd? 

Mr. Floyd. Well, I think we can always do better, sir. 

Senator Tester. All right. Well, I left you off the hook. 

Mr. Grinnell, what grade would you give us? 

Mr. Grinnell. Well, I am going to punt like Mr. Floyd did and 
not give myself a grade. But in discussions with the Director, Dr. 
Roubideaux, about future partnerships, we clearly see that there is 
an opportunity for improvement and ways to bring services to the 
Indian veterans throughout Indian Country 

Senator Tester. OK. If there is opportunity for improvement, 
how does that information flow up and how do you get it ultimately 
in the end to Dr. Roubideaux? 

Mr. Grinnell. Well, one of the things that Mr. Floyd also talked 
about is that many of these agreements and these relationships are 
at the local level. 

Senator Tester. Right. 

Mr. Grinnell. In many cases, the agreement and the relation- 
ship is between the VA and the Tribes that now manage those pro- 
grams, an example is Alaska. All the Alaskan programs are now 
under 100 percent management of the Tribes up there. I believe 
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that the opportunities we have before us to bring the partnership 
of the Tribes and the Alaskan Natives into that partnership in a 
more open and equal manner, I think that will help us move 
ahead. 

Dr. Roubideaux, one of her priorities is to have more consultation 
with Tribes on how we deliver health care across this country, and 
she sees that as an opportunity here, as well. 

Senator Tester. OK. Thank you very much. 

Senator Begich? 

Senator Begich. Thank you very much, Mr. Chairman, and 
thanks for calling for this hearing. I think it has been very inform- 
ative, but also gives us a chance to — I was trying to figure out how 
to do the grading, too. When I went to elementary school, they had 
“N” for needs improvement, “O” for outstanding, “S” for satisfac- 
tory, and this is probably a combination, depending on where you 
are. I know in Alaska, as you just mentioned, the Tribal Consor- 
tium has done, I think, an exceptional job in advancing health care 
for Alaska Natives. Again, I went on the floor today to explain the 
great value of what they have done in improving and turning 
around the system. 

Now, saying that, I think there are some improvements that 
clearly need to be made, especially with, I will use the phrase dual 
eligible veterans. You know, they are eligible in both your systems. 
And in Alaska, again, as I said in my opening, they are in areas 
that are very difficult to access quality health care that is VA-deliv- 
ered, if they live in rural Alaska, so there has to be a better way. 

But I want to go back to the Ranking Member’s comment to the 
VA, how you try to figure out who the folks are, because if you 
don’t know the number, if you can’t put that in your database — I 
understand why it is voluntary — but why can’t you have a question 
that says something like this. Are you qualified under the Indian 
Health Service for any services? Because you may be qualified for 
additional services. 

Why can’t you just ask that question, so then when they check 
that box, you can actually create a database? I understand the 
issue about asking their ethnic background, but if you are asking 
them, are you qualified under Indian Health Services today, a lot 
of folks will identify that, especially if they are a veteran. So, they 
just check the box. It then gives you the data to move forward in 
figuring out how to provide dual services. 

Mr. Floyd. If I could answer that. Senator. The VA in its reg- 
istration package asks for alternate resources information, which is 
generally third-party insurance coverage. I know the Indian Health 
Service is not an insurer 

Senator Begich. Right. 

Mr. Floyd [continuing]. But a lot of patients do say, well, it is 
Indian Health Service. They can note Indian Health Service on 
there 

Senator Begich. But if I can interrupt you, if you ask the ques- 
tion from that perspective, insurance, some will view it differently. 
But if you ask, are you qualified under Indian Health Service for 
any benefits, it is a simple yes or no, and it immediately gives you 
a qualifier. 

Mr. Floyd. We don’t ask that specific question. 
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Senator Begich. Can you be more — I mean, can you? 

Mr. Floyd. We could, but let me give you one hesitation on my 
part to do so. Having run a medical center, I would not want any 
of my staff to turn that person away and say, then we want you 
to go to an Indian Health Service facility. 

Senator Begich. I am not asking that. What I am saying is it 
helps you create the database, so then as you do this MOU, you 
now can say, we have 5,000, 2,000, 100, or ten qualified based on 
the data we have collected. Now, how do we approach that group 
in order to ensure that we are giving them the benefits and the 
services earned? And then you can kind of start drilling down. I 
have done a lot of MOUs as a former mayor and I will tell you, 
if you don’t have the data, there is no way to perform on it. You 
just can’t. 

So, I would just encourage you to kind of look at how you ask 
the question in order to extract the data in order to then work to- 
gether to figure out who that group is you are trying to target. 
That is just a comment. 

The other thing is, the MOU has been talked about a lot, and 
like I said, I have developed a lot of MOUs as mayor, but one of 
the things we always had was kind of, you have interagency discus- 
sions on a regular basis. But the last time, I think, that they have 
taken those issues and updated and where they are, I think, was 
maybe in 2005 or later. 

I am assuming you do this, and if you don’t, I would highly en- 
courage you. I am assuming in your interagency group you will 
have an MOU with your 15 or so items and you will note, here are 
the action items, here is the progress. Do you have such a chart 
that shows what you all work off of? 

Mr. Floyd. Between the — if I could answer that 

Senator Begich. Between both of you, yes. 

Mr. Floyd. Yes. We do share our database of the projects that 
we are either working on individually or jointly. Those are identi- 
fied, then the objective, the status of the actions, and who is re- 
sponsible as the lead on those types of issues. And then we discuss 
those on conference calls. 

Senator Begich. So, you have some document where you keep 
track of these? 

Mr. Floyd. Yes, sir, we do. 

Senator Begich. Is that something you can share with the Com- 
mittee? 

Mr. Floyd. Yes, I think we can provide that information. 

[The additional information requested during the hearing fol- 
lows:] 
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Alaska Native Veterans 


lJuneau Outreach Clinic 




Alaska Native Veterans 


American Indian Veterans 


Status 


The Juneau Clinic began operations in Newly Awarded 

September 2008 supporting local Veterans. May 2009 

The Office for Rural Health (ORH) funding 

provided the start-up and sustainment 

funding to allow the clinic full operations 

through 2010. (Veterans Integrated Service 

Network (VISN)20) 


The objective of this project is to implement a Newly Awarded 
teledermatology consultation system with May 2009 
three components: 1 ) traditional store-and- 
forward teledermatology; 2) structured follow- 
up care; and 3) a consistent, defined 
curriculum of basic precepted training and 
continuing education at VA sites across VISN 
20 


National Care This project will support the increase of VHA Nevi/ly Awarded 

Coordination Home enterprise-wide telehealth programs that will May 2009 

Telehealth (CCHT) expand access to care nationally for Veterans 

project, \Atiich includes a living in rural areas by supporting and 
planned expansion into expanding the care coordination home 
Alaska telehealth (CCHT) program. CCHT focuses 

on patient self-management and disease 
management via a range of telehealth 
technologies that include messaging, 
monitoring, and video devices. 


Care Coordination Store This project will support the increase of Newly Awarded 

and Forward (CCSF) Veterans Health Administration (VHA) May 2009 

project, Wi^iich includes enterprise-wide telehealth programs that will 
funding for teleretina! expand access to care nationally for Veterans 
imaging equipment living in rural areas by supporting the 

planned for the Kenai, expansion of the care coordination store and 

Alaska Community Based forward (CCSF) program. The majority of 
Outreach Clinic (CBOC) CCSF activity that takes place in VA is for 
teleretinal imaging to screen for diabetic 
retinopathy, teledermatology, or 
teleoatholoav. 


Care Coordination This initiative will support the increase of Newly Awarded 

General Telehealth Veterans Health Administration (VHA) May 2009 

(CCGT) project, which will enterprise-wide telehealth programs that will 
benefit Veterans across all expand access to care nationally for Veterans 
of VISN 20, including living in rural areas by supporting and 

Alaska expanding the care coordination general 

telehealth (CCGT) program. CCGT uses 
clinical videoconferencing to provide 
consultation or care to patients situated at 
geographically distant sites. 


The project is designed to expand fee-basis Nevi/ly Awarded 
authority to primary care providers serving May 2009 
rural and highly rural Alaskan Veterans and 
impact approximately 600 enrolled Veterans. 

(V20) 


Clinical Demonstration This Clinical Demonstration Pilot Program 
Pilot Program: (CDPP) will establish telepsychiatry clinics for progress, 

Telepsychiatry Clinics for American Indian Veterans on rural currently 

American Indian Veterans reservations. Residents will be recruited for working on 
on Rural Reservations 2009-2010 and a consultation provided for Memorandum of 
the clinics to assist in developing tele-FFT Understanding 
and telegeriatric care. The final product will solidifying clinic 
be data gathered from the clinic creation structure 
process to be used for MH guidelines. (VISN 
19) 



The Indian Health Services website does not Include Pacific Islanders in their definition of Indian Population; 





















American Indian (Al), Aiaskan 
Native, and Pacific Isiander (PI) 
Veterans 


American Indian (Al), Alaskan 
Native (AN), and Pacific Islander 
(PI) Veterans 


American Indian, Alaskan Native, 
and Pacific Islander (PI) 

Veterans 


[Pacific Islander Veterans 
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Project Name ' 

Ppoioct 

Status 

Creation of an 
Infrastructure for Native 
Focus 

This project vwll examine the current health 
care policies for rural Native Veterans and 
provide recommendations for further policy 
development. The Western Region Veterans 
Rural Health Resource Center has hired a 
Native Consultant to assist in reviewing 
health care policies on rural native American 
Veterans. The study leads will then prioritize 
issues to make health care policy 
recommendations and present three detailed 
health care policy benchmark reports 
concerning rural Al populations, rural AN 
populations and rural PI populations. The 
report will discuss next steps for policy 
development for health care for each rural 
native population and prioritize 
recommendations for further work. (VISN 19) 

Delayed - Sole 
source 

contractual 

issues; 

addressed vwth 
contracting 
office In 
progress. 

Guidelines for the Design 
and Implementation of 
AI/PI/AN Telemental 

Health Clinics 

The purpose of this project is to provide 
guidelines for the design and implementation 
of American Indian Veteran Telemental 

Health Clinics. This project will examine 
service utilization, cost and semi-structured 
interview data to assess the programmatic 
outcomes achieved by telepsychiatry clinics, 
with a particular emphasis on the clinics’ 
feasibility, sustainability and cost. This project 
will further examine factors influencing the 
diffusion and adoption of telepsychiatry by 
tribal, state, and federal organizations. 
Guidelines and recommendations for 
developing similar programs will be 
disseminated at the end of the first project 
year. During the third project year, project 
leads will assess the inclusion of these 
guidelines by the VA and IHS policy bodies. 
Final products from this project will include a 
manuscript and conference presentations. 
(VISN 19) 

Delayed - Hiring 
Denver based 
staff to support 
work, currently 
in progress, 
work unden/vay 
with revised 
timeline. No 
appiicants for 
position 
internally, so . 
posting was 
expanded 
externally 

Telehome Care for Rural 
Veterans with post 
traumatic stress disorder 
(PTSD): Adaptation for 
Native Focus 

Researchers will design a telemental health 
program to address PTSD in rural and 
American Indian Veterans as an adaptation 
and service demonstration project. Final 
products will include a clinical manual, the 
dissemination of American Indian 
experiences, results, and satisfaction levels. 
{VISN 19) 

Delayed: 

Clinical pilot 
continues on 
time, analysis 
and next stage 
deveiopment 
delayed due to 
contract delay. 

Establishment of 
Saipan/Commonwealth of 
the Northern Marianas 
islands (CNMI)VA 
Outreach Clinic and Rural 
Health Coordinator 

This project vwll implement a VA Outreach 
Clinic in Saipan, Commonwealth of the 
Northern Marianas Islands (CNMI), to include 
contracted part-time providers, on-island VA 
provider(s), and an on-island telehealth 
capability. It w/ill also establish a Rural Health 
Coordinator position at VA Pacific Islands 
Health Care System (VAPIHCS) who will be 
responsible for all aspects of the community 
health needs assessment for all VAPIHCS 
locations/islands. (VISN 21) 

Newly Awarded 
May 2009 
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[Additional information about this topic can be found under re- 
sponse to Question 3 from Hon. Daniel K. Akaka to Mr. James R. 
Floyd, which appears previously.] 

Senator Begich. Both of you? I don’t know who is the right per- 
son. Mine is a dual-eligible question, so 

Mr. Grinnell. Yes. It is maintained through this National Com- 
mittee that 

Senator Begich. OK. So you can provide that to us to give us a 
sense? 

In implementing that, is one of the pieces of the puzzle funding? 
It doesn’t matter if it is VA or Indian Health Service, but on both 
sides, are any of the implementations of those just a funding issue 
versus a desire or a combination? Does that make sense, the ques- 
tion? In other words, do you get to an item and say, we want to 
do it, but there is just no money for it? And just to make sure you 
know, my second question will be, if the answer is yes to that, then 
I would ask, are you asking for that? Is it 0MB and their magical 
black box that kind of strips at the pieces and then you end up 
having to take what you get? How is that for putting you on the 
spot? I wanted to warn you of the second part of the question. 

Mr. Floyd. The way the funds are allocated, having been in the 
Indian Health Service and now in the VA, I know how money is 
allocated in both. Within the Veterans Health Administration, it is 
a capitated system. The money follows the workload. So, the gen- 
eration of the workload is going to retrospectively provide the re- 
sources to sustain that service for those individuals. So, there is 
through that system that we have within the VA a way to reim- 
burse us for going out and getting that workload. 

Senator Begich. Quickly — I know my time is over 

Mr. Grinnell. As far as the funding, I think that everybody is 
aware of the funding of the Indian Health Service and the pro- 
grams that are administered by us and the Tribes. The 2010 budg- 
et is definitely an increase. We have 13 percent that is now in 
place. The increases are very targeted and we are going to see 
some advances in Contract Health Service, which will have an im- 
pact on veterans that access that part of the system, as well. 

The other part is within Health Information Technology. We are 
seeing some increases in our budget there that will be targeted to 
move us into more of these telemedicine partnerships that we have 
with the VHA to expand our services to those veterans in those re- 
mote locations. 

Senator Begich. Thank you very much. I will ask one question, 
and it is a yes or no. Does Indian Health Service believe they 
should be on a 2-year budgeting cycle like the VA? 

Mr. Grinnell. I would have to 

Senator Begich. It is a yes or no. It is very simple. 

Mr. Grinnell. I would have to defer on that question to the De- 
partment. I am sorry. 

Senator Begich. OK. No problem. Thank you. 

Senator Tester. Thank you. Senator Begich. 

A couple more questions, and the first one is for Mr. Richardson. 
Buck, you are the guy who actually executes the goals of the MOU 
on the ground. You go out to reservations. You deal with the vet- 
erans, the IHS, and Indian Tribal Health. How do you and other 
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folks in the VA know what the challenges are out there and how 
do you share your ideas among your counterparts? How do you let 
them know what you are doing outside your region to influence 
folks? 

Mr. Richardson. We do a combination of things, Senator. It is 
either through conference calls, and reports I do through the VISN 
Director or actually taking other VA employees out. Then Dr. Shore 
and I do a report monthly that shows what we are actually doing 
at each one of the reservations, that shows the activity that we are 
doing, and how many veterans we are seeing through the different 
clinics. And then I have got a Web site for the TVRs that shows 
what is going on with each reservation and what is going on for 
the TVR, or the Tribal Veterans Representative Program, so that 
they can see what is going on in each one of the reservations. 

Then in VISN 19 or the Rocky Mountain Health Care Network, 
I have got 23 Sovereign Nations that I work with, so I keep that 
up to date as to what is going on. So, I try to keep as much infor- 
mation flowing, and when I run across employees that are actually 
interested in trying to And out more about the Sovereign Nations, 
I take them out to the Nation with me. 

Senator Tester. Thank you. 

Mr. Floyd and Mr. Grinnell, from your perspective, do you co- 
manage patients at this point in time? 

Mr. Floyd. Well, from my experience, yes, sir, we do. 

Mr. Grinnell. Yes. 

Senator Tester. OK. So, how do you effectively co-manage pa- 
tients when you don’t have an interoperable recordkeeping system 
and no one in either agency is really tracking how you are doing, 
implementing these strategies? 

Mr. Floyd. Well, my own experience, if I can answer that 

Senator Tester. Sure. 

Mr. Floyd [continuing]. And maybe Buck can follow up, is it is 
as simple as a phone call. Each VA facility has a Transfer Coordi- 
nator. A lot of times, calls are made into the Transfer Coordination 
Office or to some of us individually of the specific case. At that 
point, we get the Transfer Coordinator to work with the individual 
at the local site. They coordinate the care to get the patient where 
they need to go. 

Senator Tester. Mr. Richardson, did you want to further re- 
spond? 

Mr. Richardson. There will be occasions where maybe an OEF/ 
OIF Coordinator, either Iraq or Afghanistan, they will get phone 
calls trying to find individual veterans, and they will call me too. 
And what I will do is call the TVRs. The TVRs will actually go out 
into the field and find the veteran. 

Senator Tester. OK. 

Mr. Richardson. And once they find that veteran, a lot of times, 
there is a language barrier, so they have to get through the lan- 
guage issue through the family of that veteran. Once they get over 
the problem of the language and they get the veteran found, which- 
ever reservation it might be, then they will get the veteran back 
in touch with me and then I will get the veteran in touch with the 
appropriate employee so that they can get them into whatever fa- 
cility they might need to go to. 
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Senator Tester. How about you, Mr. Grinnell? 

Mr. Grinnell. I would like Dr. Cullen to answer that, if she 
could. 

Senator Tester. Sure. 

Dr. Cullen. If the patient is cared for primarily in our system 
and identified as a veteran, they may be referred to the VA. If they 
are referred — ^because we do have a similar Electronic Health 
Record to the VA, especially in terms of patient registration, we 
will have captured their veteran status, we ask the nine questions 
the VA asks. In addition, we can drill down and tick off war and 
other things like that. If they are referred, we have a contract 
health and a referred care software application that allows us to 
track the referral out. 

The question will be, can we get the records back in. At the cur- 
rent time, we have locations that have what we call read-only ac- 
cess into the VA systems, where the providers have been 
credentialed appropriately and they can dial into, with appropriate 
security, the VA VISTA system and get a read-only access to that 
patient’s chart. 

Senator Tester. Let me restate what you just said. You are tell- 
ing me that health care professionals in Indian Health Service can 
access those medical records in the VA? 

Dr. Cullen. At certain locations where there have been local 
sharing agreements developed and the provider has been appro- 
priately credentialed, yes. 

Senator Tester. OK. Can the VA do the same thing. Dr. Shore? 
Can the VA do the same thing with the Indian Health Service 
records? 

Dr. Shore. I can only speak for the series of clinics where I work 
in Montana, Wyoming, and South Dakota. I run a series of tele- 
health clinics for the VA mental health clinics. So in those, with 
those specific sites, we do not have read-only capacity. It depends 
on the medical record, although often, our clinics are colocated in 
the actual IHS facility. So, we do a lot of phone calling back and 
forth with the providers. 

Senator Tester. All right. Thank you. 

Senator Begich, did you have any other questions? 

Senator Begich. I want to fall back in. Dr. Cullen, that is inter- 
esting, how you crafted that answer. I just want to make sure I am 
following you correctly here. If it is locally done, it has credentials 
done locally, then it is a read-only into the system, correct? 

Dr. Cullen. Appropriate credentials and security, yes. 

Senator Begich. Security. If I can ask you a question, how many 
of your facilities have that, in percentage of total? 

Dr. Cullen. We are only aware of five at the current time. 

Senator Begich. What about the percentage? What would that 
be — very small? 

Dr. Cullen. Very small percentage. 

Senator Begich. And is it successful? 

Dr. Cullen. Yes. 

Senator Begich. Why do we not model that nationally and do it? 
If you want to kick it back to Mr. Grinnell, that is fine. But if it 
is successful, why not just do it? 

Mr. Grinnell. Resources. 
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Senator Begich. Is that the issue? Have you requested that in 
the 2010 or 2011 

Mr. Grinnell. That has been part of the request that we have 
made in the health IT line, is to begin to improve the ability to in- 
crease our telemedicine capabilities. 

Senator Begich. OK. Do you have a plan of action if you get the 
resources? How long would it take you to convert, or not convert, 
but to ensure that this occurs in this manner? 

Mr. Grinnell. This 

Senator Begich. And to give you the pre-warning, if you say yes, 
I will ask you for that document. [Laughter.] 

In all fairness. 

Mr. Grinnell. I think that at this point, the talk that is going 
on nationally about the Health Information Network, I think has 
been taking precedence over anything that we are doing right now. 

Senator Begich. It just seems that it is working, and I think 
your request, Mr. Chairman, was really good. If it is working, 
sometimes the stuff that is working, we kind of forget about and 
we move on. But it seems like this is such a good one, and this is 
such a need, to make sure the records are back and forth. So I will 
follow that up at another time. 

One last question, if I can, Mr. Chairman, and that is it was 
asked earlier on the first panel on the ability to bill the VA. Indian 
Health Service can bill Medicare and Medicaid but they can’t bill 
the VA to get reimbursed, I guess. Is that correct? If you remember 
the earlier testimony, there was some discussion about that. 

Mr. Grinnell. Yes, that is correct. 

Senator Begich. Is there a reason why we should not allow that 
to occur? Why not? Again, you can kind of flip it to Mr. Floyd if 
you would like, but whoever would like to answer that. Or no an- 
swer. 

[Laughter.] 

Mr. Floyd. In all due respect, I am not quite sure that I know 
the exact 

Senator Begich. That is fair. 

Mr. Floyd. I could respond to that as a follow-up for this hear- 
ing — 

Senator Begich. I would appreciate that. 

Mr. Floyd [continuing]. Question of the authority. 

Senator Begich. Yes, if you could just answer that question. It 
is more so that I understand it better and to consider if there is 
something that we need to be thinking about here in the process 
of how to improve that. 

Mr. Chairman, thank you very much. 

[The additional information requested during the hearing fol- 
lows:] 

Response to Questions Arising During the Hearing by Hon. Mark Begich to 

James R. Floyd, FACHE, Network Director, VA Heartland Network (VISN 

15), Veterans Health Administration 

Question: Senator Mark Begich (D-AK) requested information about a statute that 
prohibits VA from reimbursing IHS for the cost of medical care provided to Vet- 
erans. 

Response. No statute prohibits VA from reimbursing IHS for the cost of medical 
care provided to Veterans and VA does reimburse IHS for services provided to Vet- 
erans in certain situations. VA currently reimburses eligible Veterans for health 
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care provided by non-VA providers only in limited circumstances whereby the care 
that VA has deemed necessary is otherwise not offered by VA Healthcare facilities. 
VA seeks to control and monitor all care that eligible Veterans receive. 

Current law provides sufficient direction and authority for the appropriate appor- 
tionment of costs for the care of Indian Veterans between IHS and VA. In the event 
that VA determines that a Veteran needs care at a non-VA facility, VA has the au- 
thority to enter into an agreement with IHS under which VA would pay for that 
care. 

Senator Tester. Yes, thank you, Senator Begich, and I want to 
thank the panelists. 

Let me give a quick overview. We had in the first panel some 
folks that represent health care in Indian Country on the ground. 
My sense is — and it is not just a sense but I think it is reality — 
there is a level of frustration there that we could be doing more 
work and getting it to the ground to really serve the Native Amer- 
ican veterans in a better way. 

This panel we had here, and you are all great folks, I sense much 
less attention on what is going on the ground. All I would say is 
that the question asked by grading where you were at — I mean, 
you are right, Mr. Floyd, we can always do better. But I think we 
need to really, really work at doing better. These are really tough 
issues, and sometimes it just comes down to who is paying the bill. 
But more than that, I think it comes down to working together and 
finding ways which we can service, in this case. Native American 
veterans in a way that they deserve. 

As Senator Murray said, these folks worked for the benefits. 
They served this country, in many cases, put their lives on the line. 
Promises were made. We need to make sure that those promises 
are kept. 

I want to thank each and every one of the panelists today for 
their service in their individual capacities and I want to thank you 
for taking time out of your busy schedule to come here and visit 
with us. Thank you very much. 

This meeting is adjourned. 

[Whereupon, at 12:07 p.m., the Committee was adjourned.] 




APPENDIX 


Prepared Statement of Hon. Roland W. Burris, U.S. Senator from Illinois 

Thank you Mr. Chairman, I would like to begin by extending a “Warm Welcome” 
to our distinguished guests, as well as fellow colleagues from the Committee. More- 
over, I would like to thank you and Senator Tester for creating this opportunity to 
further discuss the ongoing efforts in the Veterans Health Administration (VHA) to 
provide safe, effective, efficient and compassionate health care to American Indian 
and Alaska Natives (AI/AN) veterans residing in rural areas. 

It is of course my desire to see that this hearing focus on the progress between 
the VA and the Indian Health Service (IHS) in delivering quality health care to (AI/ 
AN) veterans. In particular, it is my hope that we will examine the challenge of 
making health care in rural and urban areas more accessible, as well as the VA’s 
needs to overcome cultural barriers to serve veterans in Indian Country. 

Mr. Chairman, as you know, in February 2003 the Departments of Health and 
Human Services-Indian Health Service and VA signed a memorandum of under- 
standing (MOU) to promote cooperation and sharing between the Veterans Health 
Administration and the IHS to further each Department’s respective mission. 

It is my understanding that over the past six and a half years there has been 
limited progress made toward the goals of this MOU. That said, it is also my under- 
standing that overall the networks have made some progress in developing closer 
relationships with IHS and the Tribes and in considering means to improve services 
and access for AI/AN veterans. This is a good start but I would like to see further 
strides established toward the original intent of the MOU. 

Furthermore Mr. Chairman, for a contributing ethnic group of the U.S. population 
(who retains dual citizenship) that has a higher percentage of people serving “per 
capita” in the Armed Forces than that of the general US population (24% compared 
to 19%) I think it only appropriate that these measures be carried out in an expe- 
dient manner. 

With this in mind I want to bring to this Committee’s attention a few interesting 
points that I think are relevant to this discussion and need to be factored in. To 
begin, studies and testimony from AI/AN veterans indicate that travel distance and 
a lack of coordination between the two agencies are key factors that inhibit AI/AN 
veterans’ access to health care at VHA. 

Another barrier AI/AN veterans are dealing with is the perception that VHA staff 
do not understand or accommodate the needs and unique perspectives of Indian vet- 
erans and that VHA care is not culturally or linguistically sensitive. 

In addition, AI/AN veterans have indicated that the eligibility requirements and 
application process for receiving care from VHA can be very confusing. AI/AN vet- 
erans find the process particularly baffling as many of them may have been receiv- 
ing health care from the Federal Government, IHS, all their lives under a different 
system of eligibility and rules for access. 

Mr. Chairman, I close simply with this: it is my belief — as I know it is yours — 
that providing safe, effective, efficient and compassionate health care to our (AI/AN) 
veterans, regardless of where they live, should be the primary goal of the VHA and 
IHS. 


Prepared Statement of Jefferson Keel, President, 

National Congress of American Indians 

Thank you for the opportunity for the National Congress of American Indians to 
provide testimony regarding American Indian and Alaska Native veterans and 
health care services provided by the Department of Veterans Affairs and the Indian 
Health Service. 
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In addition to thanking Chairman Akaka and Ranking Member Burr for the op- 
portunity to present testimony, I want to acknowledge and thank Senator Tester for 
requesting today’s hearing and for his leadership on the Rural Veterans Health 
Care Improvement Act, which includes provisions for Native American veterans’ 
health care, through this Committee. 

I believe that the Members of this Committee are aware of the valor and service 
of American Indian, Alaska Native and Native Hawaiian veterans to this country 
and that they have served in higher proportion than any other ethnic group. You 
also may be aware that the lack of health care to these veterans upon returning 
home is appalling, considering what they have done in protecting our homelands. 

With the advent of the Afghanistan and Iraq wars, the number of veterans re- 
turning with injuries and disabilities, physically and emotionally, has significantly 
increased. And as we have learned from past wars and conflicts, the need for treat- 
ment of these warriors may not be revealed for several years after these courageous 
men and women return home. 

The primary health care provider to tribal communities, including American In- 
dian and Alaska Native veterans, is the Indian Health Service, which has always 
been woefully underfunded. Many veterans have sought health care from Veterans 
Health Administration hospitals because that is an option and a right. In an at- 
tempt to stretch their health care dollars, both IHS and VA hospitals have denied 
services to veterans, insisting they had to go to the other agency for treatment. 
These proud veterans, who in some instances used their last dollars to travel long 
distances to either facility, deserve better treatment. 

As a tribal leader and veteran, I thought the days of transferring responsibility 
from one agency to the other were over when a Memoranda of Understanding be- 
tween the IHS and Veterans Health Administration was signed in 2003. It is my 
understanding that the issue is still with us and it is my hope that this hearing 
will be a step forward in finally resolving this situation to prevent more veterans 
from additional suffering or worse. 

There are far too many reports of inconsistency in delivery of health care to Amer- 
ican Indian and Alaska Native veterans. NCAI staff members have been informed 
of concerns about delays in scheduling appointments as well as the cancellation of 
appointments without notice by both the Indian Health Service and Veterans Ad- 
ministration hospitals. We have been made aware of the backlog of delivery of basic 
services including dispensing eyeglasses and hearing aids. Many veterans also have 
shared their complaints that they believe their heedth problems have not been ad- 
dressed because they met with medical staff who rushed them through medical 
exams and sent them away quickly without diagnosing problems or providing proper 
treatment including medication. 

There are some things that are under the purview of this Committee that might 
help to alleviate the problems. The Veterans Health Administration has authority 
to create Tribal Veterans Service Offices in tribal communities, which would provide 
a resource for local veterans to be informed of their best options for health, housing, 
and other benefits and what additional resources are available for specific 
assistance. 

I am hoping that there will be additional resources available that veterans will 
be able to draw from, including the reauthorization of the Indian Health Care Im- 
provement Act that is before Congress. But any money appropriated for services au- 
thorized under the Indian Health Care Improvement Act is desperately needed for 
the overall population of tribal communities, and even though veterans may benefit, 
there still is a need for increased VA health care funding. 

Remoteness of IHS and VA health facilities will always be a problem. Native vet- 
erans are likely to have scarce financial resources to expend on travel to IHS or VA 
hospitals. The VA, perhaps in cooperation with the Department of Transportation, 
should be able to work with tribal governments to facilitate transportation from 
tribal community hubs to Veterans Health Administration hospitals, which can, in 
some instances, be over 200 miles roundtrip, and for Alaska Native veterans, much, 
much further. 

In providing services to Native American veterans, it is a basic requirement that 
the two agencies’ systems for data exchange and communication are compatible. 
One of the agreements in the 2003 VA-IHS MOU was to “[djevelop national sharing 
agreements, as appropriate, in healthcare information technology to include elec- 
tronic medical records systems, provider order entry of prescriptions, bar code medi- 
cation, telemedicine, and other medical technologies . . .” 

We are aware that the IHS received $85 million under the American Recovery 
and Reinvestment Act for Health Information Technology. We would hope that a 
portion of this funding — to be used for electronic health record development and de- 
ployment, personal health record development, telehealth and network infrastruc- 
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ture, and other purposes — would benefit Native veterans through improved data ex- 
change and patient tracking. We would also like the Committee to consider request- 
ing that the IHS make some Recovery Act health IT dollars available to tribally- 
administered health programs, perhaps including Tribal Veterans Service Offices, in 
addition to internal IHS records management and infrastructure development. 

Members of the Committee can also assist American Indian and Alaska Native 
veterans by supporting current legislation. The Indian Veterans Housing Oppor- 
tunity Act of 2009 (H.R. 3553) has been introduced by Representative Ann Kirk- 
patrick (D-AZ), which will help disabled Native American veterans and their sur- 
vivors by providing eligibility for housing assistance to which they are currently de- 
nied because they are receiving veterans disability and survivor benefits. I ask that 
you support this critical legislation. 

The National Congress of American Indians (NCAI) passed a resolution (SD-02- 
079) in 2002 at their Annual Convention, calling for the development of a report 
on the health status of American Indian and Alaska Native veterans. Today’s hear- 
ing is a significant step in pointing out that both the VA and IHS have roles and 
responsibilities in the treatment and care of Native veterans. We all know that Na- 
tive peoples are subject to more studies than anyone in the country, but perhaps 
a report of the nature called for in the NCAI resolution would not be an infringe- 
ment or intrusion on privacy when weighed with the potential outcome and value 
of such a survey. I am offering the assistance of the NCAI in supporting this effort 
and am sure that the NCAI Veterans Committee would lend its assistance. 

Because of the government to government relationship, nearly all agencies have 
instituted an Indian affairs desk tasked with outreach and communication to tribal 
governments and organizations. The NCAI has always supported implementation of 
tribal affairs offices because they enhance and advance program delivery and imple- 
ment policies that better serve tribal governments and communities. The Veterans 
Administration currently has a Native American who serves as a tribal contact in 
the Office of Minority Affairs. We strongly urge the VA to expand this position and 
move it out from the Office of Minority Affairs and establish an Office of Tribal Af- 
fairs staffed by American Indian and Alaska Native personnel who report directly 
to the VA Secretary. The creation of an Office of Tribal Affairs with VA also com- 
plies with the Memorandum of November 5, 2009 on Tribal Consultation issued by 
President Obama. 

Thank you again on behalf of the National Congress of American Indians for tak- 
ing the time to conduct this hearing and to provide this opportunity to hear from 
our organization, veterans and other supporters in calling for comprehensive deliv- 
ery of the best health care available for the honorable men and women who deserve 
no less than the best. 


Prepared Statement of Don Loudner, National Commander, 
National American Indian Veterans, Inc. 

introduction 

Good morning Chairman Akaka, Ranking Member Burr, and Members of the 
Committee on Veterans Affairs. I am Don Loudner, the national commander of the 
National American Indian Veterans, Inc. (“NAIV’), a national not-for-profit organi- 
zation dedicated to the welfare of American Indian veterans who have proudly 
served this country for generations. I am an enrolled member in the Crow Creek 
Sioux Tribe, SD, and am a veteran of the Korean War. 

I want to thank the Chairman for holding this important hearing on the degree 
of cooperation that currently exists between the Indian Health Service (“IHS”) and 
the Department of Veterans Affairs (“DVA”) when it comes to providing the best 
quality health care to our Native veterans. As you can imagine. Native veterans 
have many of the same problems other veterans do, but also face unique challenges 
of unemplo 3 unent and poverty as well as living in geographically-remote areas of the 
country. 


health care and AMERICAN INDIAN VETERANS 

I would like to provide the Committee with information pertaining to the chal- 
lenges faced by American Indian veterans regarding DVA benefits and health care, 
as well as DVA memorial services (e.g. Indian veteran’s cemeteries). While I have 
worked my entire adult life to improve the standard of care and living of these men 
and women, in my capacity as national commander of the NAIV, I am in constant 
contact with American Indian veterans in the States of Arizona, California, Colo- 
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rado, Montana, New Mexico, Oregon, South Dakota, Wisconsin, Washington, and 
others. 

Since 2004, the NAIV has hosted three National Conferences, the last taking 
place in March 2009 at the Morongo Convention Center in Cabazon, CA, with more 
than 500 American Indian veterans from throughout the West and Southwest in at- 
tendance. The NAIV has the support of the National Congress of American Indians, 
the National Association of State Directors of Veterans Affairs, the National Dis- 
abled American Veterans, and the National American GI Forum. 

The chief of staff for the NAIV is the only American Indian to serve as the Direc- 
tor of Veterans Affairs — serving the veterans of the State of Arizona. He and I trav- 
el to the many Indian reservations constantly. Although his job is to support all of 
Arizona’s 600,000 plus veterans, Arizona is home to 22 federally-recognized Indian 
tribes and American Indian veterans regularly attend his commission meetings. As 
a result of these meetings, he relays to me concerns regarding the lack of proper 
medical care delivered through the DVA to reservation-dwelling Indian veterans. 

On the Navajo Reservation, for example, there are more than 12,000 veterans, but 
DVA has rebuffed calls to locate a permanent Community-based Outpatient Clinic 
(“CROC”) there claiming the number of veterans will not justify it. The fact is, the 
numbers will not support a CROC at Navajo because the reservation is divided into 
3 Veteran Integrated Service Network (“VISN”) and, given this division, the DVA 
cannot count the number of veterans to justify the clinic. It is precisely this type 
of bureaucratic red tape which results in inaction and, ultimately, inferior or a com- 
plete lack of medical care to American Indian veterans. 

Recently the DVA’s Office of Intergovernmental Affairs and the Director of VISN 
18 and others visited the Navajo Nation and witnessed for themselves the urgent 
need for additional health care facilities. They graciously called the Director of Vet- 
erans Affairs in Arizona for his input which he, of course, provided. The reality is 
that I have seen numerous visits over the years throughout Navajo, Pine Ridge and 
other Indian reservations, with little follow-up action. 

When a Navajo veteran can get to a Veterans Administration Medical Center in 
Prescott, Arizona or Albuquerque, New Mexico, or Sioux Falls, SD, the medical care 
is excellent, but few if any veterans can overcome the vast distances to use such 
facilities. The distances are vast and transportation is not always available. As a 
result, many American Indian veterans try to obtain care at IHS facilities but do 
not receive treatment because they are veterans. 

In this regard, the Memorandum of Understanding (“MOU”) that was entered in 
2003 by the DVA and the IHS has been ineffective because the level of cooperation 
is nowhere near where it needs to be for the benefit of American Indian veterans. 

The idea behind the MOU was that the American Indian veteran could receive 
the treatment she needs at an IHS facility and the DVA would reimburse IHS for 
those services. The reality is that the veteran is usually the last to be seen at an 
IHS facility. The MOU can be strengthened and this in itself would alleviate some 
of the need for Community Rased Outpatient Clinics on Indian reservations. 

COMMENTS ON THE CAREGIVER AND VETERANS OMNIBUS HEALTH SERVICES ACT 

(S. 1963) 

Mr. Chairman, I want to thank you for sponsoring the Caregiver and Veterans 
Omnibus Health Services Act (S. 1963), which was introduced last week and is al- 
ready pending on the Senate Calendar. While we are carefully studying S. 1963 in 
its entirety, there are many excellent elements included in it that I would like to 
highlight. 

The bill creates a much-needed Demonstration Project to examine the feasibility 
and advisability of expanding care for veterans in rural areas, including expanding 
coordination between the DVA and the IHS for health care for American Indian vet- 
erans. The bill would also assign an Indian Veterans Health Care Coordinator to 
each of the 10 Department Medical Centers that serve communities with the great- 
est number of American Indian veterans per capita, as well as an official or em- 
ployee of the Department to act as the coordinator of health care for Indian veterans 
at the Medical Centers. 

In an effort to bring the benefits of information technology to the medical records 
of American Indian veterans, S. 1963 would bring real advances in two key areas: 
(1) It would establish a Memorandum of Understanding to ensure that the health 
records of Indian veterans can be transferred electronically between facilities of the 
IHS and the DVA; and (2) It would transfer and install surplus DVA medical and 
information technology equipment to the IHS. 

Perhaps most importantly, S. 1963 requires the Secretary of the DVA and the 
Secretary of the Department of Health and Human Services to jointly submit to 
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Congress a report on the feasibility and advisability of the joint establishment and 
operation by the Veterans Health Administration and the Indian Health Service of 
health clinics on Indian reservations to serve the populations of such reservations, 
including Indian veterans. 

NAIV AND ITS PURSUIT OF A FEDERAL CHARTER 

In 2005, then-Senator Tom Daschle introduced legislation to award a Federal 
Charter to NAIV. The legislation passed unanimously in the Senate but languished 
in the House Committee on the Judiciary. At the time, there were two bills seeking 
to award Federal charters to veteran’s organizations, one for NAIV and one for the 
Korean War Veterans Association. In 2008, Congress passed legislation awarding a 
charter to the Korean War Veterans Association, but failed to consider the NAJV 
bill. 

One question that NAIV faces constantly is why does NAIV need a Federal char- 
ter? Indian veterans have come together to form their own professional veterans 
service organization which was created out of the necessity to support ourselves and 
not have to rely on other service organizations like the American Legion, the VFW, 
or others to support and advocate for them. With our own Federal charter, NAIV 
would be officially sanctioned and as national commander I would be able to testify 
before Congress on Native veteran’s issues, just as the American Legion, VFW, Am- 
Vets, and other organizations do each winter. 

Chairman Akaka, American Indian veterans have earned the right to have their 
own Federal charter and to be recognized by Congress. No other group of Americans 
serves in our Nation’s Armed Forces in proportion to their numbers as do Native 
Americans. With a Federal charter, NAIV could train and certify the required vet- 
erans benefits counselors and certify them to work on Indian reservations. This 
would alleviate some of the obstacles such as language barriers and access which 
is one of the major complaints American Indian veterans now have. Thousands of 
Indian veterans are going without claims being process for them because of cultural 
barriers. Indian veterans are dying without ever having filed a claim, leaving their 
widows destitute, and dependent on their respective tribe. 

AMERICAN INDIAN VETERANS CEMETERIES 

Currently, there are no American Indian veterans cemeteries on Indian reserva- 
tions and many Indian veterans are being buried in tribal cemeteries. The sad fact 
is that these tribal cemeteries are often in a horrible physical condition. For exam- 
ple, the cemetery at Fort Defiance, AZ is so decrepit and horrible that it brought 
me to tears and should be closed immediately but the tribe does not have the funds 
to close or rehabilitate it. Visitors from the VA’s office of Intergovernmental Affairs 
toured this cemetery and can vouch for this accuracy of my statement. 

AMERICAN INDIAN VETERAN REPRESENTATION AT THE VA 

Finally, there is great unhappiness among veterans in Indian country at the lack 
of representation of Indian veterans at the VA headquarters. All other veterans 
groups are represented in the ranks of the Senior Executive Service — with the ex- 
ception of Indian veterans. There is only one Indian official working in the Center 
for Minority Veterans and that person is a GS-13. The Center for Minority Veterans 
in Washington, DC, has little to no credibility with American Indian veterans, and 
for good reason: They seldom visit the reservations. I conclude this report by stating 
sadly that as the situation now stands, the American Indian veteran is the least- 
served veteran in the United States by the VA and currently has no voice at the 
VA. 

Unless Secretary Shinseki, who is highly respected by American Indian veterans, 
pays special attention to this situation and directs that the VA study the plight of 
Indian veterans, or Congress changes the makeup of the Center for Minority vet- 
erans to make it more accessible, nothing will change and the American Indian vet- 
erans will continue to receive poor health and other services. 

This concludes my prepared statement Mr. Chairman. 


Prepared Statement of Carol Wild Scott, Chair, Veterans Law Section, 
Federal Bar Association 

The National Congress of the American Indian estimates that 22% of the Native 
American/Hawaiian and Alaskan Native population are either members or the 
Armed Services or veterans. This represents the highest level of participation of any 
identifiable group in our population in the defense of this country. The service ren- 
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dered to this Nation is freely given by sovereign peoples among us chiefly out of 
patriotism and the warrior tradition. 

All veterans, including Native American veterans are entitled to a wide range of 
benefits and services as a result of their military service. Native American/Hawaiian 
and Alaskan Native veterans have less access to and thus receive far fewer, VA ben- 
efits and services than does the veteran population as a whole. Native American 
veterans who live west of the Mississippi and in Alaska live in great part on res- 
ervations. They do not have access to VA health care or meaningful access to the 
Veterans Benefits system though which they may seek the health care to which they 
are entitled. Accordingly, there are far fewer appeals taken from denial of pension 
and compensation. 

The estimates of the incidence of PTSD in the population of Vietnam and South- 
west Asia veterans as a whole range around 50%. For many reasons grounded in 
cultural and economic circumstances, this may be a low estimate in Native Amer- 
ican veterans. Neither VA nor IHS provides effective treatment modalities for these 
veterans. With very few exceptions, there is no culturally compliant therapy avail- 
able to Native American veterans and their families, particularly in dealing with the 
secondary effects of PTSD presenting as self-medication, domestic violence and sui- 
cide. Native American women veterans particularly receive nowhere near the men- 
tal health care they need for Military Sexual Trauma (MST). Nor do they receive 
the other medical care they need for service related trauma and illnesses from ei- 
ther VA or IHS. Despite the existence of the MOU of 2003 between DVA and IHS 
there is insufficient effective interface between IHS and VA health care systems. 

Traditionally, Vet Centers, in urban and suburban settings have provided coun- 
seling and treatment for PTSD and other mental health issues. There is currently 
legislation pending to expand the number of these centers. The creation of “Tradi- 
tional Tribal Vet Centers” (Centers) on the reservations, conjoined and comple- 
menting existing IHS facilities, would address a wider range of issues for the Native 
American veterans than those in urban and suburban settings. 

These Centers would be a cooperative enterprise between DVA, IHS and the Trib- 
al governments, fully implementing the MOU of 2003 between IHS and DVA. 
Through the Centers Native American veterans would receive mental health serv- 
ices from Western and Traditional Healing practitioners. The availability and pres- 
ence of both modalities would provide documentation for benefits purposes. In addi- 
tion to the mental health services, the VA/IHS cooperation would provide readily 
available attention for medical issues arising from such matters as TBI, wound care, 
damaged prostheses as well as medication. Such issues, once identified would then 
be referred into the clinicWAMC system. Native American women veterans would 
particularly benefit from the availability of mental health and medical care in this 
setting. Family counseling and training for family care givers for severely wounded 
veterans should also be available through these Centers. 

The availability of adequate medical care is dependent on the grant of service con- 
nection for injuries, illness and diseases incurred in or the result of military service. 
Not only must the grant of compensation be appropriate, but the rating must be 
adequate. The presence of trained representatives designated as such by the Tribal 
Councils, and most importantly, accredited and certified to the Agency on the same 
footing as state and county employees is critical to the adequate utilization of the 
Centers. This status is not provided for in the current regulatory scheme, and would 
require modification of 38 CFR Sect. 629.14(2), which currently provides only for 
state and county employees, thus by definition excluding Tribal Veterans Represent- 
atives (TVRs) as designees or employees of a sovereign entity. 

The innovative concept of “TVRs” was designed and implemented by James R. 
Floyd, currently Network Director of VtSN 15 in Kansas City, MO. This was an ef- 
fort to provide Native American veterans with a trustworthy emissary to assist in 
seeking benefits and dealing with the VA benefits and health care bureaucracy. The 
drawback is that the TVRs lack accreditation and all training is done by VA, which 
gives rise to inherent conflict of interest issues as well as a wholly unintended con- 
tribution to the inadequacy of representation because the TVRs function largely as 
intermediaries rather than accredited representatives. Provided with a training pro- 
gram independent of VA, culminating in accreditation to the Agency, the TVRs 
would make a tremendous contribution to the meaningful availability of compensa- 
tion and benefits to Native American/Hawaiian and Alaskan Native Veterans. 

An important issue relating to the needs of Native American veterans is trust, 
or lack of it. There is a profound reluctance to discuss matters related to combat 
with anyone; including members of the same tribe. A long history of racism, distrust 
of governmental entities, and an unwillingness to approach representatives of gov- 
ernmental entities exacerbate the situation. Intergovernmental cooperation in estab- 
lishing Traditional Tribal Native American Vet Centers would provide at least some 
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solutions. The establishment of an Office of Native American Affairs within the De- 
partment of Veterans Affairs would further considerably the development of pro- 
grams and services for Native American/Hawaiian and Alaskan Native veterans. 

The Veterans Law Section of the Federal Bar Association urges your recognition 
of the profound needs of these veterans, and consideration and adoption of the 
measures discussed herein. The views and proposals discussed herein are those of 
the Veterans Law Section and not necessarily those of the Federal Bar Association 
as a whole. 
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Testimony for the Record 
Northwest Portland Area Indian Health Board 

before the 

Senate Committee on Veterans’ Affairs 
Veteran’s Affairs and Indian Health Service Cooperation 

Chairman Akaka, Vice-Chair Burr, Senator Murray of Washington, and members 
of the Committee, thank you for this opportunity to include our statement into the 
record concerning the Veterans Administration and Indian Health Services 
cooperation. 

Established in 1972, the NPAHB is a P.L. 93-638 tribal organization that 
represents forty-three federally recognized Tribes in the states of Idaho, Oregon, 
and Washington on health care issues. The Board facilitates consultation between 
Northwest Tribes with federal and state agencies, conducts policy and budget 
analysis, and operates a number of health promotion and disease prevention 
programs. NPAIHB is dedicated to improving the health status and quality of life 
of Indian people and is recognized as a national leader on Indian health issues. 

This hearing lias been long awaited by Indian Country. The entire federal health 
system is obligated to step up and work in collaboration to meet the needs of tire 
most worthy of health care in our nafion-our Veterans. American Indian and 
Alaska Natives (AI/AN) have volunteered to serve in the United States military in 
greater numbers on a per capita basis than any other race in this country. Most 
compelling is that even when AI/AN Warriors were not considered U.S. citizens, 
they volunteered to serve in this Country’s military. AI/AN veterans have served 
with honor and valor in every war fought by this nation. 

Many AI/AN veterans returned from war to lace barriers in accessing health care 
for medical conditions tliat were received defending this Country. Many Indian 
communities are isolated in tlie mral areas which require veterans to travel hours 
to a VA hospital, and this is often a barrier to receiving care. AI/AN veterans are 
often not able to navigate the cumbersome process of applying for benefits they 
are entitled to, nor may they know what benefits they tire eligible for. A number 
of AI/AN veterans have returned with Post Traumatic Stress Disorder (PTSD); a 
mental illness that has just recently been deemed as a qualifying condition for VA 
benefits. Most fimstrating to AI/AN veterans, is the lack of culturally competent 
services or treatment offered. This results in AI/AN veterans not seeking 
treatment for PTSD or other healtli conditions, because the VA does not provide 
culturally competent health services. Often, there is no help offered to the spouses 
and children of veterans who have suffered trauma associated with worrying 
about the well-being of their loved one or that tliey may never return from war. 
Domestic violence issues have risen greatly in this current war with Iraq and 
Afghanistan, yet culturally competent services are not provided to returning 
AI/AN Veterans. 
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The Indian Health Services 

The federal government has a duty- acknowledged in treaties, statutes, court decisions, and 
Executive Orders - to provide for the health and welfare of Indian Tribes and their members. In 
order to fulfill this legal obligation to Tribes, it has long been the policy of the United States to 
provide health care to AI/AN people through a network made up of Indian Health Service (IHS) 
programs, tribal health programs, and urban clinics. The IHS directly and through tribal health 
programs carrying out IHS programs under the Indian Self-Determination and Education 
Assistance Act, P.L. 93-638 as amended (ISDEAA), provides health services to more that 1.9 
million AI/AN people. These services are provided to members of 562 federally recognized 
tribes in the United States, located in 35 different states. 

However, Congress has never fully fuirded the IHS budget; at best this budget has been funded at 
50% of need. This puts most Indian Health Service clinics and hospitals under a priority one 
status every year; which mean only patients in danger of losing” life or limb” are seen by a 
provider This means only extreme medical conditions are treated, leaving thousands untreated 
and this includes native veterans. Due to these funding constraints the IHS and VA must do a 
better job of collaborating to provide AI/AN veterans health care services. 

The Veterans’ Administration 

The Veterans Health Administration’s six strategic goals are; quality first until we are first in 
quality; provide easy access to medical knowledge, expertise and care; enhance, preserve, and 
restore patient function; exceed patient’s expectations; maximize resource use to benefit 
veterans; and build healthy communities. The VA has been charged by Congress under Title 38, 
use to provide compensation and health benefits to qualifying veterans. 

MOD Between Veterans Health Administration and Indian Health Services 

On February 25, 2003, Leo S. MacKay Jr., Deputy Secretary of Veterans Affairs and Claude A. 
Allen, Deputy Secretary of Health and Human services, signed a Memorandum of Understanding 
between the VA/Veterans Administration and HHS/Indian Health Services. 

“The purpose of this Memorandum of Understanding (MOU) is to encourage cooperation and 
resource sharing between the Veterans Health Administration and Indian Health Services (IHS). 
The goal of the MOU is to use the strengths and expertise of our organizations to deliver quality 
health care services and enhance the health of AI/AN veterans. This MOU establishes joint 
goals and objectives for ongoing collaboration between VHA and IHS in support of their 
respective missions.” The MOU set forth five mutual goals: 

1. Improves beneficiary’s access to quality healthcare and services 

2. Improves communications among the VA, AI/AN veterans and Tribal governments with 
assistance from the HIS 

3. Encourage partnerships and sharing agreements among VHA headquarters and facilities, 
IHS headquarters and facilities, and Tribal governments in support of ALAN veterans. 

4. Ensure that appropriate resources are available to support programs for AI/AN veterans. 
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5. Improve health-promotion and disease prevention services to AI/AN veterans. 

Another criterion of this MOU is to create an interagency work group to oversee proposed 
national initiatives. This work group was established with personnel from THS headquarters and 
VHA headquarters. There were no Tribal leaders on this workgroup to address the needs of 
native veterans. 

Recommendations related to the VA/IHS MOU: 

1 . The VHA-HHS MOU needs to be re-invigorated on the national level by placing 
benchmarks, and timelines on the MOU workgroup; requiring tribal representation on this 
workgroup; and finally, identifying key personnel to fulfill the work of this group. If a 
meaningful template could be developed it could be used across the IHS system and tribal 
governments, evaluated, and then become a culturally competent evidenced based vehicle 
and be modeled nationally. 

AI/AN veterans should be allowed to receive services at their local IHS/tribal facility to 
ensure that they receive the highest quality and culturally competent health cai'e they are 
entitled to from either, or both, agencies. This allows the veteran to receive care at their 
“medical home” from providers they are acquainted with and who understand their health 
conditions. This also saves the AI/AN veteran from having to endure a lengthy journey to a 
VHA facility. The IHS facility in turn should be reimbursed by VHA for this service to a 
qualifying veteran. Many Tribes rely on Contract Health Services funding to acquire 
specialty care services for their AI/AN veterans. These are veterans who do meet the criteria 
for care at a VHA facility by V.A standards. These veterans should be allowed to receive 
specialty care at a VHA facility and be reimbursed by the tribe through their CHS funding. 
Both systems are federal providers of health care, and when one can save the other money, 
should be allowed to provide services. An alternative to this situation would be to outstation 
VHA specialty care providers at IHS facilities, 

2. Compensation Examination: IHS physicians should be allowed to perform these 
examinations for AI/AN veterans. This not only saves travel costs by the veteran and VA, it 
also allows the native veteran to be seen in their “medical home” by providers that are 
familiar with the veteran’s health issues. Currently, the VA contracts with a “gatekeeper” 
(QTC Medical Services, Inc.) who in turn contracts with approved providers to do 
compensation-examinations and assessments. IHS would be able to more effectively 
complete related diagnosis for compensation examinations due to established relationships 
with the veteran’s medical providers. 

3. Mental Illness Conditions - This is the most sensitive issue for a native warrior to face, this 
deals with AIAN veterans most sacred being — his spirit. When an AI/AN veteran’s spirit is 
wounded it cannot be cured by traditional Western medicine. Tribes have spiritual medicine 
people that provide this service not only to their own tribal members, but also to other tribal 
members. Suicide rates have long been a problem among native veterans; again this is a 
mental illness that requires culturally competent evidenced based treatment. This may also be 
accomplished by the VHA by out-stationing mental health personnel to IHS facilities. 
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Tribal Veterans Representative Program (TVR) 

The VA should establish under the joint MOU a TVR Program at IITS Headquarters and in each 
of the twelve IHS Area Offices. These personnel should be trained by the existing TVR program 
to serve AI/AN veterans witliin each area; they would also facilitate quality health care that best 
meets the needs of the native veterans within their area. Also “Area” TVRs could assist Tribes 
to negotiate sharing agreements with the local VA Regions. 

Tlrree local native veterans from Washington State started a collaboration to help native veterans 
navigate the VA system, which has grown into a program that is now chartered in Washington 
State as non-profit organization. At last count tlrere are seventeen TVRs in Washington, four of 
these are paid positions and the rest are volunteers. This group provides cultural competency 
training to VA/VHA personnel and technical assistance to tribes to develop a TVR program for 
themselves. This group has provided a service that is invaluable to native veterans and a large 
financial savings to tribal programs. They assist veterans in obtaining tlieir compensation 
benefits, education benefits, dependent benefits, housing benefits, and a whole host of other 
services. They ai'e the strongest advocates for native veterans and do a lot of their work on tlieir 
own time and on their own resources. This is something that these people do culturally and 
naturally, this is the way Indian people help each other. They do not limit themselves to just the 
veteran, they work with the community as a whole. The community is die family; everyone 
knows what these veterans are suffering. It is common tliat native veterans are hesitant to 
approach a government agency for help. They turn to these TVR people to help tliem through a 
very cumbersome system, a person that will advocate for them specifically, one who won’t back 
down until the veteran has receive the benefits they are richly entitled to. These programs must 
be supported by IHS and the VA. 

Conclusions 

The challenges in providing care to AI/AN veterans ai-e unlike any otlier. They are the poorest, 
sickest, and most remote populations in the United States. It is because of these barriers that the 
joint MOU between VA and HIS was brought into being. Unfortunately like a lot of great ideas 
this one never really got off the ground. A few sharing agreements were established however 
had little long term viability— especially at the grassroots level— for tribal veterans. It is our 
position that establisliing a TVR program with IHS will effectively facilitate implementation of 
MOUs with local tribal governments and tliat AI/AN veterans will receive the compensation 
benefits they are entitled to. We as a nation should never forget the sacrifices our veterans have 
made for all of us throughout the history of tlais great nation. They should not be forgotten or 
denied services tliey deserve and are entitled to. Please do not let them not be forsaken. 


o 



